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The topic of the present research investigation is "Social intimacy 
and religiosity as moderators of the psychological impact of prolonged 
stress": The damage which accrues both at the physical and psychological 
level as a consequence of stress is well understood and we find 
contemporary psychological research focusing itself in a very committed 
way towards understanding stress. The problem becomes more grave if 
stress is uninterrupted and human beings have to suffer stress for a 
prolonged period of time. Situations of prolonged stress are likely to cause 
deep psychological damage perhaps even at the level of core psychological 
structures. 
Depersonalization and hopelessness were hypothesized to be two 
important consequences of prolonged stress. Depersonalization is a 
condition in which the person's perception or the experience of the self is 
disconcertingly and disruptively altered. Hopelessness refers to a feeling 
of irretrievable helplessness, it is a concept which conceives of a state 
which is beyond helplessness. It was further conjectured that certain 
characteristics within the individual may protect him/her from the impact 
of prolonged stress. On the basis of empirical evidence and theoretical 
feasibility, social intimacy and religiosity were identified as the two 
moderator variables that could buffer the impact of prolonged. 
In order to study certain behaviour in prolonged stress condition 
it was necessary to have for study two levels of the variable, that is, a 
condition of prolonged stress and a condition of non-prolonged stress. 
Since this variable can not be actively manipulated, it was manipulated 
by selection. The investigator selected two areas of Kashmir for study -
prolonged stress area and non-prolonged stress area. 
The prolonged stress zone was identified in terms of area having 
unabated insurgencies for the last twelve years whereas areas in which 
there were lesser, sporadic or occasional incidents was selected as the 
non-prolonged stress zone. Individuals residing in the first type of 
localities constituted the sample of subjects exposed to consequences of 
prolonged stress and others' not subjected to prolonged stress. 
Thirteen research questions were formulated. Questions relating to 
gender, family system and age had subquestions in terms of groups under 
each variable. 
The sample of the present study consists of 150 subjects, 75 drawn 
from the prolonged stress area and 75 from non-prolonged stress area. 
Purposive sampling was utilized to draw out the sample. Social intimacy was 
measured by social intimacy scale developed by Miller and Lefcourt in 
1982. Religiosity scale developed by Deka and Broota (1985) was 
administered to assess religiosity. To measure depersonalization, no 
appropriate scale was available, therefore the investigator developed a 
questionnaire type measure, using the rational-theoretical approach. 
Hopelessness was measured through scale prepared by Beck and his 
colleagues (1974). 
The questionnaires were administered individually in two or three 
sittings depending upon time which subjects could spare at a particular 
moment, t-test was used to test the significance of difference between 
means. 
A brief recapitulation of the results obtained points to the fact 
that the central contention which the researcher began with has been 
borne out in the present study. It was found that factor of living in 
prolonged stress condition leads to certain negative psychological 
outcomes viz. depersonalization and hopelessness. The results revealed 
that individuals living in prolonged stress conditions are higher in terms 
of depersonalization and hopelessness than individuals living in NPSC. 
The moderating and buffering effect of social intimacy and religiosity was 
also studied. It was found that both social intimacy and religiosity, 
moderated the effects of prolonged stress on depersonalization but not on 
hopelessness. Gender, family status also showed some difference when 
the two groups were compared on depersonalization and hopelessness. On 
the whole age was not a significant factor as far as the experience of 
depersonalization and hopelessness was concerned. 
On the basis of experience obtained by the researcher during the 
work done, it is suggested that studies in which the phenomenological world 
of the individual is explored, the meaning which he assigns to the stress and 
trauma being experienced is understood, should be undertaken. The 
constructivist approach would contribute immensely to understanding of the 
phenomena. 
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CHAPTER - I 
Introduction 
From the very beginning of time the history of man is a story of 
struggles against adverse circumstances and an endeavour to rise above 
them. In the beginning, the adverse circumstances were predominantly 
physical in nature and man tried to come to terms with them through his 
intelligence, intuition and tenacity. The discovery of fire, invention of the 
wheel, understanding the vagaries of nature are all part of this endeavour 
which ultimately helped man to emerge more complete and more strong. 
He was able to achieve fascinating heights, finding control to a great 
extent upon disease and disaster, even finding clues to the mysteries of 
the cosmos, traversing space and landing on the moon. 
However, new challenges awaited him. Today the challenges are 
more psychological than physical. A new type of unknown has emerged 
in this age of knowledge explosion - how to deal with the fears, pressures 
and uncertainties of today, how to remain human in dehumanizing 
circumstances. There is also a realization that problems can be solved 
only by ourselves and it is the individual alone who has to meet the 
unimaginable pressure posed by this demanding socio-psychological 
environment. This has urged psychologists to explore those psychological 
aspects of man which can act as protective systems in his struggle. 
Humanistic psychologists have reiterated strongly that it is within the 
individual's own thought processes, actions and perspectives that answers 
to his dilemmas lie. This is indeed one of the most optimistic options 
which are available to man. 
It is this overall philosophy which asserts that problems that 
appear insurmountable can be handled through directing our 
psychological energies in appropriate constructive directions which has 
inspired the present investigation. The picture of devastation and 
suffering so rampant in today's world looms large as a challenge for the 
social scientist. But since the genesis of these sufferings are often of a 
political and historical nature which social scientists cannot just wish 
away, they must contribute in some other way. What they can really do is 
to help human beings to unleash their own psychological resources to 
handle such circumstances better. 
An area of growing concern is the phenomena of psychological 
breakdown of persons living in places which are undergoing tense and 
stressful circumstances. There may be unpredictable natural calamities, 
unexpected violence or negative circumstances anywhere and they are not 
happy occurrences but usually these incidents occur and pass away. 
However, when uninterruptedly violent and uncontrollable stresses occur, 
persons living in those circumstances are in a very special situation. The 
desire to have a normal and peaceful life, the hopes and aspirations for 
their children, all become buried in the fear of victimization and 
annihilation created by these circumstances - a prolonged state of 
helplessness stress. As a student of psychology we would expect that a 
continuous pressure of this nature would have an impact on the psyche in 
a strong unnerving manner. The individual's core structures would 
probably be shaken by such conditions and the likely impact one would 
expect would be a breakdown of the unified, integrated personality 
system. One may say that depersonalization is one of the likely outcomes. 
A sense of hopelessness is also one of the very logical possible 
consequences of such a situation. The negative circumstances so global 
and stable of which the individual is a helpless victim would engender a 
sense of hopelessness. One may predict therefore, that individuals, 
subjected to prolonged stress are likely to experience hopelessness and 
sense of depersonalization. 
Is it a situation where no ray of hope can illuminate the 
darkness? Undoubtedly this is not so. It has been observed that all 
individuals living in this adverse environment do not breakdown to the 
same degree. What factors in their personality or behaviour give them the 
strength to cope with these stresses? What qualities in them moderate the 
effect of this prolonged stress and buffer it to varying degrees? 
Literature survey discussed in the next chapter brings to mind 
two important conditions which may moderate the impact of prolonged 
stress. The factors of religiosity which disposes the individual to place 
faith on a just order which awaits him in the future may perhaps add a 
dimension of meaning to suffering, thus preventing total breakdown as it 
provides a solution to the irrational problems of life - suffering, illness, 
unfairness and evil. In the same manner close social relationships and the 
emotional warmth ensuing from them can also be a support which helps 
an individual to cope. Therefore, individuals who have the capacity and 
opportunity to form close relationships are more likely to face prolonged 
stress better than those who have a sense of loneliness. 
SOCIAL INTIMACY 
Man is a social animal and the ordinary healthy human being 
finds prolonged isolation a severe punishment. Even those who are too 
timid to make friends find that loneliness can soon become intolerable 
and prolonged lack of close human contact can cause frustration. Such is 
the basic need for intimacy, for intimacy breeds understanding, and most 
of us, unlike the solitary monk do want to be understood at least by a few 
people. It is not a question of being understood rationally or 
intellectually, it is more a matter of being understood emotionally. 
Intimacy can be defined as a strong relationship characterized by trust and 
familiarity between two people. It is not a necessity of life, like food or 
water, people can live without intimacy but it may well be a necessity for 
happiness and possibly for mental health as well. 
The importance of closeness with significant others like 
closeness with spouse, with friend or with family members is taken for 
the prediction of healthy functioning (Berkman and Syme, 1979 Jacobs 
and Charles, 1980; Medalie and Goldbourt 1976; Thomas and Duszynki 
1974). It is an important predictor of healthy psychological and 
physiological functioning. Intimacy refers to the closeness two people 
feel and the strength of the bond holding them together. People are in 
high intimacy to the extent that each is concerned with the other's welfare 
and happiness. Each values the other and they regard one another highly, 
count on each other in times of need and possess mutual understanding. 
Intimacy is a status in which a person communicates important feelings 
and information to another through a process of self-disclosure (Rcis. 
1990; Planalp & Benson 1992; Prager, 1995). Self disclosure provides an 
advantage, it enhances the sense of intimacy in a relationship. As a result 
of self-disclosure people come to feel cared for and validated by the 
partner in a relationship (Reis, 1990; Collins & Miller, 1994; Ben-Ari, 
1995; Waring, Schaefer & Fry, 1994). Another important consequence of 
self disclosure is an increase in the level of intimacy in social interactions 
(Jourard, 1971; Derlega & Berg, 1987; Rogers and Holloway, 1993). This 
increased intimacy may in turn provide social support that can help 
reduce stress (Emmons and Colby, 1995; Demakis & McAdam, 1994; 
Gupta & Korte, 1994; Cohen-Mansfield and Marx, 1992). 
Man is a social animal and has a strong need for affiliation. 
Affiliation is also motivated by external events that are emotionally 
arousing including those which are frightening and stressful. Hill (1987) 
suggests that four basic motives underlie the disposition to be affiliative -
social comparison (affiliating in order to reduce uncertainty), positive 
stimulation (wanting interesting, lively contact with others) emotional 
support (wanting to be close to others when feeling low) and attention 
(increasing self worth by getting praise and attention). A strong 
relationship (Friendship, marriage, kinship, parent-child relation) permits 
self-disclosure, a revealing of intimate details of our likes and dislikes, 
our dreams and woiries, our proud and shameful moments. "When 1 am with 
my friend", noted the Roman Statesman Seneca, "me thinks 1 am alone, and 
as much at liberty to speak anything as to think it". As one person reveals a 
little, the other reciprocates, the first person reveals more and this grows 
deep into the support or intimacy. Friendship motivation is considered as 
type of affiliative need, the need to establish warm interpersonal 
relationships. Intimacy or support relates to "the affection we feel for those 
with whom our lives are deeply entwined" (Hatfield, 1988), such a 
relationship is known by the name companionate love, as it is mature and 
logical. This kind of relationship resembles a veiy close friendship in which 
two are attracted to each other, have a great deal in common, and express, 
reciprocal liking and respect (Avery 1989; Caspi & Herbener, 1990; 
Neimeyer, 1984). 
Stress is a problem of modern society that everyone experiences 
at one time or another. People must develop ways to deal with stressful 
event, or they risk being overwhelmed by them. Social support which 
means turning to other people for support in times of personal crises, is 
one of the most often used coping strategies. Research in the area of 
social support has found common themes related to the perception of 
outcomes of interaction between people. In this view there are five major 
outcomes constituting social support (i) the perception of a positive 
emotion towards oneself from another, (ii) having one person agree with 
ones beliefs or feelings, (iii) encouragement by another person to express 
ones beliefs or feelings in a non-threatening environment, (iv) the receipt 
of needed good or services and (v) confirmation that others will be there 
when needed. The perception of social support or social intimacy serves 
as an important function in maintaining a positive sense of well being by 
enabling one to cope with and adapt to stress, it has been shown to have 
a positive effect on physical as well as on mental health. 
There are different theories regarding the relationship between 
social support and stress. Some psychologists believe that social support 
has a buffering effect, while others believe, that social support has a 
direct effect on stress. 
According to the buffering effect model, social support is 
important when one is faced with stress because it comes between the 
individual and the source of stress. Thus it protects the individual from 
the negative effect of the stressor. In contrast, the direct-effect model 
contends that social support is important regardless of the presence of a 
stressor. In this case, social support is seen as providing a generally 
positive effect on the individual, which would incidentally provide the 
individual with resources that can be called into play when one is faced 
with stress. Thus social support is perceived both as a factor which builds 
up qualities that can be called to play in stress situations and also as an 
armour which buffers the effects of stress, so that it is not able to strike 
the individual with full force. A great number of positive correlations 
have been found between the stressful experience currently occurring in a 
person's life. Social support or in other words what we call social 
intimacy is defined as the existence or availability of people with whom 
one can associate and on whom one can rely. From this perspective, 
people who believe they belong to a social network of communication and 
mutual obligation, experience social support (Cobb, 1976; Henderson, 
1980), Bowlby (1969, 1973). After an extensive review of the literature it 
was concluded that human beings of all ages are at their happiest and 
most effective when they are confident that there are trusted persons 
behind them who will come to their aid should difficulties arise. Such 
trusted persons provide a secure base from which to operate and 
constitute social support for the individual. According to Bowlby, self-
reliance and a problem-solving approach to stress grow and express 
themselves in an atmosphere of positive attachments and a belief that one 
is accepted as a worthy person. 
Fleming, Baum, Gisriel and Gatchel in 1982 found that during 
an accident at Three Mile Island nuclear power plant in 1979, those with 
social support (e.g. having a close friend to talk to about things, having 
someone to turn to for support when unhappy or under stress) had few 
psychological and behavioural (but not physiological) symptoms of stress 
than did those without support. Psychologists have become increasingly 
aware of the important role that close relationships play in our ability to 
deal with our stressors and ultimately in our physical health. Social 
support may benefit our health and improve our ability to cope with 
stressors in several ways (Cohen 1988). First, the social support of 
friends and relatives can modify our appraisal of a stressor's significance 
including the degree to which we perceive it as threatening or harmful 
(Cohen & McKay 1984). Simply knowing that assistance is readily 
available may make the situation seem less threatening. Second, the 
presence of supportive others seems to decrease the intensity of physical 
reactions to a stressor (Edens et. al. 1992; Kamarck et. al. 1990). Third 
social intimacy can influence our health by making us less likely to 
experience negative emotions (Cohen and Herbert, 1996; Cohen, 1988). 
Given the well-established link between chronic negative emotions and 
poor health, a strong social support network can promote positive mood 
and emotions, enhance self-esteem and increase feelings of personal 
control (Rodin & Salovey, 1989). 
Relationships are the basis of social support - one of the main 
sources of happiness and of mental and physical health. Relationships are 
central to the main activities of everyday life, of work and leisure. In 
most cultures, kinship is the main basis of relationship. There is frequent 
contact between parent and adult children, and between sisters. Kin 
shows a high degree of bonding, whereas the activities shared by friends 
are different from those by the kin. Friends are people who are liked, 
whose company is enjoyed, who are helpful and understanding and are 
above all emotionally supportive. Berkman and Syme (1979) found that 
the presence of intimate ties with friends and relatives were strongly 
related to low mortality rates and people who lacked community ties had 
considerably higher death rates than people with extensive social 
contacts. However, they also found that deficits in family and friendship 
ties were more strongly related to mortality than were deficits in more 
general community ties. Implicit in such findings was the • idea that 
intimate type of relationships (such as with friends and family) were the 
greatest sources of support. 
Close relationship also provides the opportunity to confide 
painful feelings. In one study, health psychologists James Pennebaker and 
Robin O'Heeron (1984) contacted the surviving spouses of people who 
had committed suicide or died in car accidents. Those who bore their 
grief alone had more health problems than those who openly expressed. 
So talking about our troubles can be "open heart therapy". 
RELIGIOSITY 
The predisposition to religious belief is one of the most 
complex and powerful forces in the human mind. Belief in God is a 
universal (although controversial) attitude that has existed almost as long 
as man and his myriad of fears and anxieties. Philosophers down the 
centuries have endeavoured to explain this phenomenon. Why does a 
human being need to believe in God? Why is it man's last resort, his Pole 
star that steers him through baffling intricacies of human existence ? Why 
is he prepared to do all he does in the name of God, or any name by 
which he refers to God ? Belief in God is closely linked to the concept of 
religiosity. The word religiosity has emerged from the broad concept of 
religion, which may be said to be the recognition that all things are 
manifestations of a power which transcends our knowledge. 
Philosophers and psychologists, both agree that belief in God 
fulfils a psychological need which in the words of Galloway (1925) 
becomes more intense in situations of insecurity, fear, inadequacy and 
mental illness wherein the unsatisfied individual sees faith in Almighty as 
satisfying a need in himself. The universality of a felt need is the secret 
of the universality of religion. For a psychologist like Erikson religion is 
an aspect of human life which is to be accepted. According to him 
religion is the phenomenon which translates into significant words, 
images, and codes both the exceeding darkness that surrounds man's 
existence, and also the light which pervades, which apparently is beyond 
all comprehension. Erikson (1965) feels that certain factors like basic 
trust as well as the internalization of the creator-creation relationship are 
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essential for human development and hence for religious development 
too. He finds basic trust as an important element in existence which the 
child receives through its first contact with its mother and which 
constitutes a fundamental condition for later life and for the acquisition 
of religiosity. As a psychologist Erikson feels that young people need an 
ideology for their sense of identity in the form of an unconscious 
tendency which underlies religious, scientific and political thinking, 
binding together facts and ideas in such a way that a world image comes 
into being which supports the collective and the individual sense of 
identity i.e. the consciousness. One might then be able to say, that, 'this 
is what I am and this is where I stand'. 
Rumke (1952) and Jung (1953) also consider the importance of 
basic trust as an element in human existence and which further constitutes 
a fundamental condition for later life. Man's growth to maturity, to 
himself is experienced as a religious event and the human help which is 
received in the process of growing and becoming is perceived as having a 
religious character. It aims to help man to find his place in the mystery of 
life, Rumke adds that to become an adult is to become man in the sense 
of self realization, and this self realization is divine in kind, it can be 
termed as realization of God in us. Jung's conception of a human life is 
that of a journey towards individuation of the self through which the 
destination of salvation is achieved. It was through this position that Jung 
studied the psychological side of the whole process in which man lives 
with his God and God with 'his men' in terms of the religio-psychological 
borderline concept of "archetypes". 
12 
Erich Fromm (1950) rejects Jung's ideas about religion entirely 
on the ground that Jung reduces religion to a psychological phenomenon 
and at the same time elevates the unconscious to a religious phenomenon. 
In addition Fromm criticizes Jung's standpoint because he stuck fast in a 
relativism which though on the surface is more friendly to religion than 
Freud's, is in its spirit fundamentally opposed to religions. For Fromm, 
religion is a phenomenon, which is deeply rooted in man, indeed it 
belongs to the nature of man per se. Its function is to help man to find 
unity in living. Man 'has to strive for the experience of unity and oneness 
in all spheres of his being. Devotion to an aim, an idea, or a power 
transcending man such as God, is an expression of this need for 
completeness in the process of living'. There are many types of religions, 
the criterion which Fromm applies to them is their respective contribution 
to man's development. 'The question is not religion or not-but which kind 
of religion, whether it is one furthering man's development, the unfolding 
of his specifically human powers, or one paralysing them'. According to 
Fromm the genuine religion preserves man from a regression of any kind 
and makes a distinction between authoritarian and humanistic religion. In 
the authoritative type of religion man sees himself as small against an 
almighty God, whereas humanistic religion turns on the experience of 
oneness with the all, one truth, love and self realization. The centre of 
humanistic religion is man and his strength. Authoritarian religion for 
Fromm as a psychoanalyst is masochistic. Man projects everything good in 
himself on to God, thus becoming alienated from himself. For the analyst, 
theological systems are rationalizations, in the case of authoritarian 
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religion, fear of standing alone. There are 'religious doctrines' which set 
freedom and human development in the centre by revealing their striving for 
love, truth and justice. 
For Sigmund Freud the value of religion for man consists solely 
in the importance which religious ideas have to him. He starts from the 
notion that the life on earth is a burden. Man is the continual victim of 
disasters and of a destiny over which he has no control. On earth he is a 
helpless being and because of helplessness, he is in need of a Father or 
God. Belief in God therefore springs from fear. God protects man against 
the perils of nature, the perils of destiny and the perils of society. It is a 
phenomenon belonging to the years of childhood which persists into 
maturity. In Freud's view, sense of guilt belongs to the very nature of 
religion, but this sense of guilt is based on highly concrete events. 
Religion has to solve the riddle of the universe and to reconcile man to 
suffering and is marked by the tension between the pleasure principle and 
the reality principle with fear and sense of guilt as its concomitants. The 
positive aspect of the religions according to him is sublimation which in 
its comfortable form is one of the fortunate things of being able to come 
close to God.. 
According to Tillich (1951) religion can be seen as exploratory 
behaviour, driven among other things by man's curiosity and by his 
perpetual attempts to maximize contact with a maximal environment, to 
the full deployment of his potentialities. Tillich's affinity with existential 
mode of thought and his expression of "ultimate concern" and centered 
act of the personality have a strong appeal to dynamic psychologists for 
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they reach the motivational depths, the directional qualities and the 
forever conflict-laden ways of human problem solving. 
Broadly speaking religious life may be divided into three phases 
-faith, thought and discovery. In the first period religious life appears as 
a form of discipline which the individual or a whole people must accept 
as an unconditional command without any rational understanding of 
ultimate meaning and purpose of that command. Perfect submission to 
discipline is followed by a rational understanding of the discipline and the 
ultimate sources of its authority. In this period religious life seeks its 
foundation in a kind of metaphysics, a logically consistent view of the 
world with God as a part of that view. In the third period metaphysics is 
displaced by psychology and religious life develops the ambition to come 
into direct contact with the reality. It is here that religion becomes a 
matter of personal assimilation of life and power, and the individual 
achieves a free personality, not by releasing himself from the fetters of 
the law, but by the ultimate sources of the law within the depths of his 
own consciousness. 
The climax of religious life, however is the discovery of the ego 
as an individual deeper than his conceptually describable habitual self-
hood. It is in contact with the most real that the ego discovers its 
uniqueness, its metaphysical status, and the possibility of improvement in 
that status. It seems that the methods of dealing with reality by means of 
concepts is not at all a serious way of dealing with it. Religion, which is 
essentially a mode of actual living, is the only serious way of handling 
reality. For those involved, religion is another sphere of human quest and 
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fulfilment, like relationships and work or like health or happiness, those 
not involved may see it in a more negative way. Watts and Williams 
(1988) have recently tried to provide a psychological model for religious 
'knowledge'. They suggest that it is like perceiving a work of art, like 
emphatic knowledge of another person, and like the insights and 
understanding achieved by a patient in psychotherapy. This is an intuitive, 
partly emotional process, rather than a rational one and is achieved by great 
effort. 
Thus both social intimacy and religiosity appear to promote 
experience and conditions which are conducive to well-being and health. 
In the present investigation, it is intended to study how religiosity and 
social intimacy can moderate the adverse consequences of prolonged stress. 
'Depersonalization' and 'hopelessness' are the adverse consequences under 
study in the present investigation, and both concepts are being elucidated 
in the paragraphs which follow. 
DEPERSONALIZATION 
The concept of "person" has not been easy to explain and define 
in psychology, partly because human beings are not to be distinguished as 
persons by virtue of their physical characteristics. Abelson (1977) 
suggests that being a person is to have a special status bestowed upon one 
by one's fellow agents. While the concept of person includes that of'self, 
it is not identical to it. Although the ability to make reference to self-
knowledge is essential to being a person, that ability develops on slowly. 
Indeed, the facts of psychological development are that human beings 
16 
only develop the appropriate self-referential abilities by being treated as if 
already possessing them. This interdependency of people relying upon one 
another for their personhood has been termed "psychological symbiosis" by 
Spitz (1965). Such an inter-dependency also allows for the possibility of 
depersonalization. If people's actions are treated by others as lacking 
significance, they can experience as not present in the world of ordinary, 
eveiyday life and may loose their sense of agency. 
Depersonalization is a condition in which the person's perception 
or the experience of the self is disconcertingly and disruptively altered. In 
a depersonalization episode individuals rather suddenly loose the sense of 
self. Their limbs may seem drastically changed in size, or they may have the 
impression that they are outside their bodies, viewing themselves from a 
distance. Sometimes people with depersonalization feel mechanical, as 
though they and others, too are robots, or they move as though in a dream, 
in a world that has lost its reality. DSM III defines depersonalization 
disorder as the occurrence of "one or more episodes of depersonalization 
that cause social or occupational impairment" and in which it is not 
considered a symptom of another disorder. Now it is included in DSM IV as 
a dissociative disorder but its inclusion is controversial, because in 
depersonalization disturbance of memory occurs, which is not typical of the 
other dissociative disorders. 
It is important to note that most behaviour pathologies fall on a 
continuum, therefore they may reflect a situation where they can be easily 
classified as a full blown disorder or they may fall at point where a 
moderately severe disturbance is indicated \yithout unequivocal diagnosis 
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of pathology. Thus referring to depersonalization may be made without 
considering it as a DSM accepted pathologies. 
Steinberg (1994) goes on to spell out the precipitating factors of 
the types of depersonalization. According to him depersonalization falls 
into three categories -
i) Common mild depersonalization (Normal depersonalization) 
ii) Transient depersonalization 
iii) pathological depersonalization 
The precipitating factors of common depersonalization are 
* Extreme fatigue, sensory deprivation 
* Hypnagogic and hypnopompic states 
* Drug or alcohol intoxication 
* Sleep deprivation 
* medical illness/toxic states 
* Severe psychosocial stress 
The precipitating factors for transient depersonalization are enumerated 
as 
* Life threatening danger; this is a syndrome noted to occur.in 33% of 
mdividuals immediately following exposure to life threatening 
danger, such as near death experiences and auto accidents (Noyes et 
al. 1977). 
* Single severe psychosocial trauma. 
Precipitating factors for pathological depersonalization may be 
* a traumatic memory 
* a stressful event but occurs even when there is no identifiable stress. 
* occurs in the absence of a single immediate severe psychosocial 
trauma. 
During the depersonalization experience, reality testing remains 
intact. It does not occur exclusively during the course of another mental 
disorder, such as schizophrenia, panic disorder, acute stress disorder, or 
another dissociative disorder and is not due to the direct psychological 
effect of substance abuse (e.g. drug abuse, medication) or a general medical 
condition (e.g. temporal lobe epilepsy). Originally, depersonalization was 
considered as an early symptom of psychosis. However in 1936 Mayer-
Gross reported that it is not only in patients suffering from early 
schizophrenia but also in patients with obsessional and hysterical neuroses 
and in normals under extreme fatigue. 
Depersonalization may be observed in groups of people who have 
been exposed to trauma, in individuals exposed to large-scale or collective 
disasters (eg. war, natural disasters transportation disasters, epidemics, 
hostage situations) as well as in those who have experienced personal 
shocks. Evidence compiled from a number of studies of holocaust (Krystal 
1988, Langer 1991) and Hiroshima survivors (Lifton 1967) war veterans 
(Figley 1978) and the survivors of various natural disasters (Erikson, 1976) 
suggest that depersonalization is more severe and longer lasting when the 
stressor is of human origin as distinct from natural causes or "acts of God". 
Depersonalization is sometimes a concomitant of feelings of shame and 
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social isolation resulting from trauma. Trauma, whether suffered by an 
individual or a group always involves the experience of loss of control. 
Helen Block Lewis (1990) attributed shame-related depersonalization to a 
person's sudden felt loss of identity. Shame can be evoked not only by a 
moral transgression for which the self is responsible, but also by a failure 
of the whole self in the normal arena. Shame is evoked by failure and in turn 
can cause depersonalization, when the traumatic experience is sudden 
unexpected and touches a sensitive area in someone's life. 
Freud explained depersonalization as a result of a defense against 
feeling of guilt in which the person attempts to deny the experiencing of 
self and thus deny authorship of the feelings. He did not see 
depersonalization as indicative of a severe disturbance in ego functioning 
and further emphasized the intrapsychic processes involved in 
depersonalization, generally regarding it as a symptomatic by-product of 
the person's internal conflict. 
Briere (1992) noted that cognitive distortions are nearly 
universal in adult survivors of child abuse, this population typically over-
estimates the amount of danger or adversity in the world, and 
underestimates their own self-efficacy and self worth. Briere suggests the 
restructuring of cognitive frame, so that survivors of such disorder learn 
to recognize and alter abuse-related thoughts, beliefs and perceptions. 
In depersonalization there is a basic disturbance in a person's 
self-image, i.e. in the conceptual matrix which one uses as the internal 
frame of reference for oneself, it becomes unstable and is no longer 
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constant and dependable (loss of self-constancy). The individual feels 
totally different from his previous being, he does not recognize himself 
as a person. His actions seem automatic, he behaves as if he were an 
observer of his own actions. The outside world appears to him strange 
and new having lost the character of reality; The 'Self does not behave 
any longer in its former way. These experiences are very unpleasant for 
the person, who at the same time experiences that he is not capable of 
emotional responses, and is subjectively unable to experience affect. 
Furthermore, people with depersonalization are very perplexed by their 
experiences and are not completely satisfied with their rational belief. It 
is as if their were two kind of knowledge, one supplied by the 
immediately perceptual experience and the other by rational judgement. 
These two kinds of knowledge conflict with one another. In addition 
emotional stress can have similar effects. According to World War II 
studies, soldiers who were stunned, not by shell fire but by a close 
companion's death, sometimes stumbled around fearlessly, because they 
had no conception any more who they were, where they were, and that 
there was an imminent danger that they would be killed. 
HOPELESSNESS 
The basic premise of the learned helplessness theory is that an 
individual's passivity and sense of being unable to act and control his or 
her own life is acquired through unpleasant experiences and traumas that 
the individual tried unsuccessfully to control. This, then later tends 
seriously and deleteriously to affect the performance in stressful 
situations that in actuality can be controlled but the individual perceives 
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them as uncontrollable. 
A revised version of helplessness model was proposed by 
Abramson, Seligman, Teasdale (1978). The essence of the revised theory 
lies in the concept of attribution - the explanation a person has for his or 
her behaviour (Weiner et al. 1971), the reason the individual will try to 
attribute to his failure. The latest version of the theory (Abramson 
Metalsky & Alloy, 1989) moved even further away from the original 
formulation. Some forms of depression are now regarded as caused by a 
state of hopelessness. 
Hopelessness is a concept which conceives a state that is 
beyond helplessness, we can call it a feeling of irretrievable helplessness. 
A person suffering from hopelessness feels exhausted and drained out. 
There is always a note of apprehension that nothing at all is going to be 
better in future which in turn creates chances of fair survival. An 
expectation that desirable outcomes will not occur or that undesirable 
ones will, and a person has no responses to change the situation. 
As in the attributional reformulation negative life events 
(stressors) are seen as interacting with diathesis of yield a hopelessness 
state. The development of hope or hopelessness in an individual is largely 
determined by the presence of hope or hopelessness in the society or class 
to which one belongs. However shattered an individual's hope'may have 
been in childhood, if he lives in a period of hope and faith, his own hope 
will be kindled; while on the other hand his experience tends to be 
hopeless and depressed when his society has lost the spirit of hope. In a 
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situation of prolonged stress, particularly in situation where strategies and 
methods of dealing have not resolved stress, a sense of hopelessness can 
logically be expected to ensue. An outcome of the shattering of hope is 
the "hardening of the heart". Having lost compassion and empathy, 
hopeless persons remain frozen and unhappy until lives run out. 
Hopelessness is a motivating contributor to the suicidal mind 
set. It is the sense that one does not have control over ones own 
behaviour, feelings or circumstances, hopelessness grows slowly, 
unabated, until it becomes an insurmountable mind set. Hopelessness was 
found as a key mediating variable between depression and suicide intent 
and behaviour along with cognitive rigidity (Weishaar, Majorie, Beck, 
1992). People who have experienced childhood trauma, such as physical 
and sexual abuse as well as more parental psychiatric disturbance and 
alcoholism in their adolescence attempted suicide at highly significant 
level (Steiner, 2000). For males, depression and stress during 
adolescence, such as rejection by peers and conflicts with parents had a 
stronger effect on the risk of a suicide attempts than childhood loss, 
whereas for the females childhood loss was the only significant risk 
factor. 
Hopelessness or negative view of the future may be a precursor 
of depressive symptoms/dysphoria, and predicts depression over and 
above life event stressors, but not vice versa (Beck, Riskind Brown & 
Steer, 1988). Hopelessness is not only a concomitant of depression, but 
also may be vulnerability factor in subsequent development of depressive 
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symptoms (Rholes, Riskind & Neville, 1985). 
Hopelessness is resignation of the self to perceived external 
elements. There are many who feel consciously hopeful and 
unconsciously hopeless, and there are few for whom it is the other way 
round, but what matters in case of hopelessness is not primarily what 
people "think about" their feelings, but what they truly feel. 
Some researchers have suggested that there is a sub type of 
depression, hopelessness depression, that links attributional style in a 
causal chain that leads to the occurrence of depression (Abramson et 
al, 1989). This chain starts with the perceived occurrence of negative 
life events or the non occurrence of positive life events. It also 
includes people's characteristic ways of viewing the causes and 
consequences of events and of evaluating themselves. The personal 
characteristics work together to determine how a person will respond 
to the life event. The theory maintains that if the response is one of 
hopelessness, either about dealing with the event or changing oneself, 
depression will result. The hopelessness theory also suggests that some 
people may be invulnerable, or at least much less vulnerable to 
depression because of their tendency to attribute negative events not to 
themselves or ongoing condition in their environment, but to specific 
causes or situations that can be expected to come to an end soon. 
It may be seen from the preceeding paragraphs that 
hopelessness in a person is most often the outcome of an aura of 
hopelessness that pervades the social milieu. Therefore behaviours 
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anchored in social interactions like social support and friendship, the 
feeling of being related to others and cared for by others may be 
factors that can alleviate this sense of hopelessness. In the same 
manner, religiosity which gives the individual hope for happiness in 
the life here after can also help him to cope with the apparently 
unchangeable trauma of the present. 
This theme is the main concern of the present study to bring 
out how factors like religiosity and social intimacy may moderate the 
adverse impact of prolonged stress. This hypothesis is strengthened by 
findings obtained from some researches in related areas. In the next 
chapter, relevant studies and literature is presented. 
CHAPTER - II 
Review of Literature 
Science gives us knowledge of our environment. It sets the 
scene in which we act. Any scientific research is an endeavour to move 
forward to try and fill in the gaps perceived in knowledge. No individual 
research can be expected to give a complete understanding of any 
phenomena, it is a combination of collective wisdom and efforts. In order 
to understand more about a particular field of research, the work done by 
other researchers in that particular area as well as related areas should be 
carefully studied. This review of literature is therefore an attempt to 
present empirical work conducted in the area. 
Bantirgu (1996) examined the effects of prolonged stress on 
Ethiopian expatriates in the United States. They explored the nature and 
magnitude of negative events, mental health conditions experienced as 
consequences of prolonged stress and feelings of hopelessness. 
Observations revealed that Ethiopians were found to be less optimistic, 
more pessimistic and psychologically more distressed than non-
Ethiopians who were taken for comparison basis. 
Ben David and Lavee (1996) conducted a prospective study of 
Israel and Palestinian families during the peace process. Part of the study 
was concerned with evaluating the importance of communication, degree 
of consensus on major issues emotional role differentiation and changes 
in relationships. The findings revealed a variety of interactional patterns 
under prolonged environmental stress, deteriorated interpersonal 
relationship resulted in greater disagreement, whereas partners with 
stronger ideological orientation reported greater cohesiveness under this 
stress. 
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A comparative study of children who had been exposed to the 
stress of intifada (Palestinian uprising) for three years before Gulf war 
with children from Jerusalem was done which examined the exposure to 
prolonged stress that influenced childrens' responses to the short, limited 
stress experienced at the time of Gulf war, (Erlich, Greenbaum and 
Toublana, 1994). Results showed that the girls had higher levels of 
anxiety to gulf war and intifada stress on self report measures, while on 
projective measure the boys showed more concern, whereas these sex 
differences were smaller for Jerusalem children. 
Gore, Cheryl, Spiegel (1999) caiTied out a research pertaining to 
the psychological trauma occurring in the immediate aftermath of 
interpersonal violence (rape, legal execution, terrorist attack, ambush and 
assassination, mass shooting and other forms of homicide). The empirical 
evidence indicates that individuals commonly experience disruptive 
psychological symptoms immediately following violence. Further, there is 
evidence that acute stress reactions can lead to posttraumatic stress 
disorder. 
Sutker, Uddo, Brailey (1993) studied stress related symptoms in 
Operation Desert Shield Storm (ODSS) returnees activated to service in 
the Persian gulf war. Results indicated that as war zone stress exposure 
mcreased, the frequency and severity of psychological symptoms were 
enhanced. War zone exposed troops exhibited levels of distress 
symptomatology. 
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Figley (1993) made an observation about direct attention towards 
the profound psychological impact of war on troops and their families and 
the impact of this long duration of stress which was expected to be more on 
home coming. It was found that families endured more stress than the 
troopers. 
Similarly Peebles, Mary and Kleiger (1997) studied the impact 
of Operation Desert Shield/Storm. The stress imposed on families was 
unexpected, disruptive and hazardous. The deployment to ODSS created 
a situation of family trauma for veterans and families. In addition to being 
characterized by war time stressor, deployment carried with it prolonged 
anticipation of trauma. 
Stress has an effect on the physiological aspect of human 
personality. One factor that could play a contributory role is the 
environmental stress response. Studies suggest that stress can alter the 
activity of key cortical neurotransmitters and exposure to neurotoxic 
levels of adrenal steroid hormones could potentially induce permanent 
changes of these transmitter systems in corticolimbic regions that have a 
high density of glucorticoid receptors, particularly when it occurs early 
in life. Exposure to severe stress during the perinatal period could 
possibly induce alterations in the circuitry of the anterior cingulate cortex 
and hippocampal formation and interfere with the normal mechanism 
underlying attention and learning Benes (1994). 
A study carried out by Kaplan, Lichtenberg and Pasach (1994) 
describes the cases of periodic hypersomnia in soldiers apparently 
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induced by intense physical stress, preceeding the onset of the syndromes 
by several days to a week. Results showed the relationship between extreme 
physical stress and hypersomnolence for the first time. Goodyer (1996) in 
his study found that the registration of previous possible harmful 
experiences are related to subsequent illness. Observations summarized 
indicate that life events appears to exercise a range of effects on behaviour 
through their impact on affective cognitive process. 
Nussbaum and Goreczny (1995) investigated the influence of 
personality variables of individuals' reactions to stress. Individuals with 
higher levels of subjective stress evinced higher levels of 
psychopathology. Results illustrate that there was a negative relationship 
between age and subjective level of stress. 
One study by Shalev, Peri, Gelpin, Orr and Scot et al. (1970) 
reveals about the conditioning of the response to various stressors. During 
the reminder of a stressful event the PTSD patients of Gulf War were 
checked for the physiological response; skin conductance and left lateral 
frontalis EMG responses. It was concluded that the PTSD patients may 
either acquire and maintain prolonged conditioned responses to various 
stressors during their life span or become sensitized to reminders of past 
traumata following the onset of their illness. 
Effects of chronic subordination stress on expressions of the a-
adrenoceptor subtype in identified neurons of the brain system was 
studied by Meyer, Palchaudhari, Scheinin, Mika and Flugge (2000). 
Chronic psychosocial stress reduced a-adrenoceptor-RNA expression in 
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locus coeruleus neurons, in solitary tract neurons, in neurons of the lateral 
reticular nucleus. The authors further suggest that stress not only decreases 
the expression of that a.-adrenegic autoceptor in the locus coerulus but 
also a,-heteroreceptors in glutamaterigic nucleus. 
Type 2 diabetic persons displaced by war conditions in Croatia 
were compared to persons who had not been forced to leave their homes 
Pibernik, Roglie, Prasek and Metelko, (1993). Results indicated a 
difference between the serum triglycerides which was higher in the groups 
of displaced persons. 
In a study by Cartwright and Wood (1991), findings suggested 
that emotional stress may put subjects at some risk for a mood disorder. 
Carroll, Cross and Harris (1990) conducted a study in which 
challenging mental arithmetic problems were given to subjects. 
Cardiovascular variables and oxygen consumption was monitored before, 
during and after 16 minutes of the given task. Increased cardiac output 
reflected changes in heart rate although stroke volume decreased at the 
end of the task. By the end of the task total peripheral resistance was 
marginally increased relative to pre-task levels. Results show that 
prolonged mental stress affects the hemodynamic control of pressor 
response with cardiac output predominating in early stages. 
The impact of stressful environment is brought out in a 
longitudinal study by Flinn (1999) which indicated that a stable 
caretaking family environment resulted in moderate Cortisol level and low 
frequency of illness amongst children, whereas unstable stressful 
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environment resulted in abnormal Cortisol levels and illness risks. Thus the 
continuous and prolonged stress to which a child is subjected in an unhappy 
family environment influences psychological and physical health. 
Stewart and Koulack (1993) studied that stress not only affects 
physiological and psychological aspects of a person but affects even the 
cognition. The function of dreams in adaptation to stress over time was 
also investigated. Results indicated that exposure to the stress situation 
was associated with an apparent oscillation in dream pleasantness and 
concomitant affect over time. 
Kobus and Reyes (2000) assessed some urban, Mexican, 
American 10th graders. Females most frequently identified family related 
events as being the most difficult recent life event stressors. The coping 
strategies reported were family social support, self-reliance and behavioural 
avoidances. Results obtained proved that females were more likely than 
males to seek family support and vent emotions when coping with stress. 
Subjects used active problem focused strategies when confronted school 
and personal related stressors. 
Oweini (1995) conducted a qualitative study which explored the 
coping mechanisms that American University of Beirut (AUB) students 
engaged in during stressful conditions and the effects that prolonged strife 
had on their personal, social and academic lives. A review of the 
literature on coping during wartime identified themes such as personality 
traits, support systems, intimacy and control over environment as 
important factors affecting the nature and outcome of coping. Further 
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investigation of characteristics of coping with negative life events, 
including academic stress, found the additional factors of environmental 
and social support, control over environment and denial as important 
variables affecting coping under stressful conditions. 
Palinkas and Browner (1995) examined the effects of prolonged 
isolation in extreme environments on stress, coping and depression 
amongst those in Antartica. Investigations on stress in subjects having 
prolonged social isolation and confinement in Antartica revealed that 
avoidance as a coping method, and emotional discharge as a coping 
resource was used by the subjects. Coping was related strongly to the 
environmental conditions that influence severity of stressor and 
availability of coping resources than with more remote and stable 
background factors. 
Bahrick, Parker, Fivush and Mary (1998) examined the effects 
of varying intensities of stress on young childrens' memory for natural 
disaster and found that severity of disaster affected both spontaneous and 
overall recall, adverse effect being greater for severest stress. 
Ross (1990) found that a person with stronger religious belief 
has lower level of psychological distress. This supported the idea that 
religious belief reduces demoralization and provides hope and meaning to 
life. 
Intimacy or support which one gets from a friend, relative or any 
other relationship is so very important for the survival that without these 
ties, existence of the human being is incomplete. All of us at some point or 
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the other of our lives face certain situations for which we need the shoulder 
of others, during any type of emotional crisis we move towards a person in 
whom we can confide. The shelter of relationship gives us hope and a way 
to move ahead. 
Engdahl, Page and Miller (1991) examined the relationships of 
prisoners of war (POW) captivity trauma variables to current depressive 
symptoms of World War 11 and Korean War soldiers who • had been 
followed since the early 1950s. Results showed that low social support 
was one of the variables that predicted long-temi maladjustment, elevated 
negative affect, somatic symptoms, and retarded activity. 
Seo and Gary (2000) identified some predictor variables that 
contributed to the successful social adjustment during the Vietnam war. 
Successful social adjustment was distinguished by a veteran's personal, 
domestic, familial and vocational post-war postmilitary readjustment to a 
civilian society. The veteran population represented diverse cultural 
groups, including African American, Hispanic, Caucasian, Asian-
American, and Native American. The results showed that the predictor 
variables of spousal support, support from family of origin upon returning 
from Vietnam, and support from family were found to be significantly 
correlated with successful social adjustment. 
King, King, Fairbank, Keane and Adams (1998) examined 
relationship among several war zone stressor dimensions, .resilience 
recovery factors and posttraumatic stress disorder symptoms among both 
male and female subjects. Support for the strong mediation effects for the 
intrapersonal resource characteristics of hardiness, negative life events in 
the postwar period was shown whereas support for moderator effects or 
buffering in terms of interaction between war zone stressor level and 
resilience-recovery factors was minimal. 
Radan (2000) examined the resilience of Guatemalan and 
Salvadoran women and the relationship between social support and 
resilience in the case of people who survived multiple types of 
traumatization and took refuge in the United States. The study established 
that a significant positive relationship was found between satisfaction 
with social support and affect tolerance, self esteem, safe attachments and 
meaning making. Sociodemographic variables such as education and 
income acted as buffers or protective factors and group participation had 
an effect on social support. The findings revealed areas of recovery that 
have a significant relationship with social support and which further 
could be the guide and provide assistance programmes for surviors of war 
related trauma. 
During the Gulf war elderly patients received telephone support 
calls from a hospital-based home care facility. Berkman, Heinik, Habot 
and Burke (1999) studied recall memory and found that telephone support 
calls tended to decrease anxiety level and also improve recall memory. 
Thus this study emphasized on the importance of repeated interventional 
telephone calls as a method of increasing recall accuracy and decreasing 
anxiety in aged people. 
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A study conducted by Shavit, Fischer and Koresh (1999) relating 
to the gulf war reveal that while people turn to kin in crises, results also 
showed that nonkin provided a specific form of social support. 
Elraz and Osmo (1994) examined the relationship between 
sources and functions of support in the context of an evolving war event. 
Findings indicated that different sources of support fulfilling different 
functions were related to changes taking place as the war evolved. Empirical 
validation is given to the concept of matching the evolving aspects of a 
stressful event with specific uses of social support. 
The role of social support in the relation between trauma from 
gulf crisis experience and psychological distress two years after the crisis 
was studied among Kuwaiti boys and girls by Liabre and Foziah (1997). 
Social support functioned to buffer the effect of trauma in girls but not in 
boys. Boys, however reported lower levels of support than girls. Social 
support did not mediate the relation between trauma and distress. 
Walton, Nuttall and Nuttall (1997) researched the mental health 
impact of the Salvadoran civil war subjects exposed to different levels of 
war violence. This comparative study made between high and low war 
experiencing survivors evidenced that time and severity of the war 
experience can have impact on mental health. Personal/social impact of war 
was more important than family togetherness or war intensity in determining 
mental health. Those with high-war experience were most likely to have 
poorest mental health and difficulty in imagining the future. 
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Licitra, Diane and Gregoiy (1993) studied the moderating effects 
of perceived family and peer social support among a group of adolescents 
experiencing elevated levels of stress and assessed their depressive and 
delinquent behaviour. It was found that adolescents with high perceived peer 
support presented lower levels of depression but inconsistent levels of 
delinquent behaviours. Additionally gender of the adolescent emerged as an 
important individual difference. 
Relationships between stress, coping strategies and social 
resources to self reports of somatic problems were studied by Solomon, 
Mikulincer and Habershaim (1990). Analysis revealed significant 
relationship between stress, coping and social resources and somatic 
complaints. Further it was found that perceived social resource was the 
only variable that significantly contributed to somatization. Again, 
Solomon and Mikulincer (1990) found that social support measures were 
the only variables that significantly contributed to PTSD after their 
redundancy with other variables and their relations with prior PTSD were 
controlled for. 
Fontana, Rosenheck and Horvath (1997) studied whether unit 
cohesion and homecoming support had protective effects on the 
development of posttraumatic stress disorder and other psychopathology 
in Vietnam veterans. The importance of social intimacy is highlighted in 
the interesting observation that if unit cohesiveness is very strong, this in 
combination with high war zone stress predicts PTSD very strongly after 
homecoming. Homecoming support was negatively related as a direct effect 
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to both PTSD and other psychopathologies. In addition interaction results 
showed that the protective effects of homecoming support are magnified 
for veterans with high levels of exposure. 
Fullerton, Ursano, Kao and Bhartiya (1992) researched to better 
understand psychological responses to high-stress environments and the 
contributions of social supports in order to mediate the effects of stress. 
Results of the data suggest that state anxiety prior to the exercise, 
perceived social support from family and friends and active training are 
predictors of psychological outcome. 
Edelman and Kidman (1997) reviewed evidence examining the 
effects of psychological factors such as stress negative attitude, and 
personal crisis as causes of cancer or reason for its progression. The 
evidence proves that factors such as social isolation, emotional 
suppression, helplessness and hopelessness, may be associated with a 
higher incidence of cancer onset and poorer survival outcome. 
Investigation about psychological morbidity and emotional 
stress symptoms, illness behaviour, coping mechanism, social support and 
personality among HIV infected and cancer subjects was done by Grassi, 
Caloro, Zamorani and Ramelli (1994). The results revealed that 
psychological morbidity was higher in HIV infected than in cancer 
patients. In comparison with the cancer group, the patients infected with 
HIV showed more emotional stress symptoms, maladaptive illness 
behaviour ineffective coping mechanism and inadequate social support. 
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Vilhjalmsson, Krisjansdottir and Sveinbjarnardottir (1998) 
considered numerous factors potentially related to suicide ideation in 
adults for their study purpose. The meaning of the results imply that low 
material social support is one of the factors related to the thoughts of 
committing suicide. 
Dunkley, Blankstein, Halsall, Meredith et. al. (2000) examined 
the roles of hassles, avoidant and active coping and perceived social 
support in the relation between evaluative concerns and personal 
standards, perfectionism and distress symptoms (i.e. depression, stress, 
anxiety). Results indicated that hassles, avoidant coping and perceived 
social support are each mediators that can fully explain the strong relation 
between evaluative concerns perfectionism and distress. Hassles and 
social support also moderate the relation between both dimensions of 
perfectionism and distress. 
Correlation of strength of religious faith with mental health 
variables, such as self esteem, anxiety and depression were examined by 
Plante and Boccaccini (1997). Their findings suggested that significant 
conelation between strength of faith and mental health correspond with 
each other. Mental health benefits are associated with religious faith, 
those having high faith had higher self-esteem, interpersonal sensitivity, 
belief in extreme and unrealistic control and were more likely to believe 
that God helped in the achievement of outcomes. 
Another study related to some extent to the above study was 
carried out by Miller, Warner, Wickramaratne and Weissmann (1997). 
38 
They observed in a ten years follow-up of depressed mothers and offsprings 
and assessed the depression status of offspring as an outcome of offspring 
religiosity, maternal religiosity and mother-offspring concordance of 
religiosity. Their results showed that maternal religiosity and mother 
offspring concordance of religiosity were protective against offspring 
depression. 
Economic stressors, family bonds, racial identity and religiosity/ 
spirituality have been identified as important factors in the people 
experiencing stress processes. The results of the study carried out by 
Copeland (2000) indicated religiosity/spirituality and a positive 
relationship with mothers buffered the effects of stress on physical health 
and decreased delinquency among adolescents. 
Grant et al. (2000) examined individual (coping strategies), 
family (parent-child relationship) and community based (i.e. religious) 
involvement variables as potential protective factors. Each was examined as 
a moderator of stress. Results indicated a positive relationship with parents 
buffered the effects of stress on externalizing symptoms for boys and girls, 
whereas religious involvement was protective for girls only. 
In 1999 Saunders investigated the efficacy of religious substance 
abuse interventions for reducing risk factors among late adolescent and 
young adults. In this interesting study it was seen that religious drug 
treatment was associated with the reduction of depression and perceived 
stress and with increases in self-esteem and further gives a reason for how 
religious drug treatment works in reducing psychological risks of youthful 
drug use by enhancing religiosity and spiritual well being. 
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LeRoux (1998) investigated the relationship between loneliness 
and the Christian faith among students. The results imply that lonelier the 
student is, the weaker his faith is in Jesus as redeemer and vice versa. 
These findings support the views held by many, who maintain that the 
deepest cause of loneliness may be sought in the individual's religious 
uprootment and severance of the vertical relationship with God. 
Exline, Yali and Sanderson (2000) examined associations 
between religious variables and psychological distress. It was found that 
subjects reported more comfort than strain associated with religion 
whereas religious strain was associated with greater depression and 
suicidiality. Depression was linked with the feelings of alienation from 
God and suicidality was associated with religious fear and guilt. These 
results highlight the role of religious strain as a potentially important 
indicator of psychological distress. 
Somewhat similar results about the religious beliefs and 
practices associated with lower levels of depression in persons dealing 
with stressful situations were shown by Murphy, Ciarrochi, Piedmont, 
Cheston, Peyrot and Fitchett (2000). Religious belief but not religious 
behaviour was a significant predictor of lower levels of hopelessness and 
depression. Through the relation of religious belief to lower levels of 
hopelessness, religious belief was indirectly related to less depression. 
There was also a small direct positive association of belief with 
depression, pointing to the complexity of the role belief plays for 
religious persons. 
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Peterson and Greil (1990) tested the hypothesis that death 
experience leads to greater religiosity. Results supported the hypothesis 
and suggested that death experience is related to greater levels of 
religious behaviour and stronger religious orientations. 
Similar kind of experience which strengthen the religiosity of a 
person can be evidenced from the following study carried out by Boston 
(2000). A patient was diagnosed with amyotrophic lateral sclerosis. The 
day her health started deteriorating she was shifted to the palliative care-
unit where she suffered even more, but stood firmly by her beliefs which 
centre around the fact that her disease offered a unique opportunity to 
learn the ultimate lesson of life, to know about oneself and who we are in 
our spiritual existence. With this faith, the patient mastered the extremes 
of living with a fatal illness. 
The role of religious activity was examined in HIV infected 
American-African women in which three aspects of religious activities 
were measured; frequency of prayer, perceived importance of prayer and 
attendance at formal religious services. Findings suggested that frequency 
of prayer predicted optimism about the future amongst HIV infected 
women who rely on prayer and are cautious in terms of their beliefs about 
the importance of prayer as a coping procedure (Biggar, Forhand, Devine, 
Brocly et al. 1999). 
An attempt was made by O'Connor and Vallerand (1990) to 
identify four kinds of religious motivations intrinsic, self-determined 
extrinsic (SDE), non-SDE and motivation to classify the relationships 
between religiosity and personal adjustment. It was found that these four 
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kinds of religious motivation displayed a pattern of intercorrelation 
consistent with theoretical predictions, and were also related to other 
important aspects of life in a meaningful manner. 
In a similar form the religious/intrinsic spiritual orientation was 
found significantly associated with high self-esteem assets for growth and 
low antisocial behaviour. Implications of this assessment carried out by 
Knox, Langehough, Walters, Conner, Rowley and Micheal (1998) suggest 
that the values of a religious/intrinsic spiritual orientation is effective for 
a better personality development. 
Ayele, Mulligan, Gheorghiu, Reyesoritz and Carlos (1999) also 
reached to the same conclusion that religion as a coping resource and 
intrinsic religious activities were positively associated with higher life 
satisfaction. 
Measures of intrinsic religiousness, religious activity and 
dysphoria were checked in liberal protestant churchgoers. Intrinsic 
religiousness served as a stress buffer in the prediction of change in 
dysphoria, frequency of prayer and frequency of church attendance served 
as stress buffer. Further, the results suggest that religious "commitment" 
is an individual difference variable that influences adjustment to negative 
life events Hettler, Cohen and Lawrence (1998). 
The present investigation examined the effects of attachment 
style on the image of God, frequency of religious behaviour and anxiety 
levels under conditions of stress. The results indicated a significant 
difference in the distribution of attachment styles in the hospice family 
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members compared to those in a non-stressed condition and further showed 
that the stress condition of imminent loss of a loved one does not further 
increase securely attached individual's positive images of God nor does it 
decrease non-securely attached individuals negative images of God (Roche 
and Carol, 1999). 
Neumann, Joseph, Chi and David (1999) explored in a study the 
importance of financial giving to an organised worship place, an index of 
sincere faith and acute psychological stress response. The findings 
indicated that the give-little group had significantly higher anger and 
hostility measures, lower forgiveness levels, and poorer coping strategies 
than the give-much group. This heuristic investigation suggests that 
church, financial giving may relate to psychological and physiological 
factors that promote good health. 
As far as coping is involved, Pargament et al. (1999)'examined 
the involvement of religion in achieving a sense of personal control in a 
situation evoking distress and vulnerability. Findings show that a 
collaborative religious coping in which the individual shares the 
responsibility for coping with God is associated with better outcomes. 
Relationships among perceived disability-related stress, 
religious orientation, religious coping and adjustment were investigated in 
mothers raising children with chronic physical conditions. During the 
investigation Horton (1999) found that mothers who endorsed a high 
intrinsic religious orientation exhibited more adjustment during times of 
high perceived disability-related stress. It was determined that a large 
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portion of this association was mediated by the use of spiritually based 
religious coping strategies. 
In a study examining the relationships between the experience 
of high stress life event and measures of adult spiritual development, it 
was found that high stress life event is associated with a universalistic 
spiritual orientation and spiritual growth can be a constructive 
consequence of highly stressful life experiences (James and Samuels, 
1999). 
The following study examined the unique and combined impact 
of three different God images (loving, controlling and distant) and three 
different styles of religious problem solving on depression. Well being 
alcohol use, and self esteem and their relationship with social support and 
life stress. Those with controlling or distant images of God benefit from 
more self directed styles of coping with life's problems, while those with 
very loving images of God are not harmed and are sometimes helped, by 
adopting a more passive and deferring coping styles, this study also 
reveals the multi dimensional character of religion (Mcelroy, 1999). 
Subjects who experienced a traumatic stress were measured for 
post traumatic growth with reference to the degree of event-related 
rumination, a quest orientation to religion and religious involvement. 
Results showed that degree of rumination soon after the traumatic event 
and degree of openness to religious change were significantly related to 
post traumatic growth Calhoun, Cann, Tedeschi and McMillan (2000). 
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Carroll (2001) studied what may be defined as a spiritual crisis 
in advanced stages of cancer which can provoke a crisis of meaning and 
belief systems. The study revealed that the nurses who were given a 
chance to share the experiences of their own personal spiritual belief and 
providing spiritual care to the patients with advanced cancer, integrated 
their spirituality within their nursing role and used a holistic approach to 
care in which physical, social, religious and psychological dimensions 
permeated. 
Scharf (1999) found that levels of religiosity and attitudinal 
intolerance for deviance generally had moderating effects for adolescents 
experiencing high levels of stress and involvement in adolescent alcohol 
use, marijuana use and delinquent behaviour etc. may be maladaptive to cope 
with stress. High levels of protective factors appears to guard adolescents 
against involvement in substance use, delinquency etc. and the ones with 
low levels of protective factors are at a particular risk for engagement in 
risk taking behaviour in response to stress. A conservative estimate of 
depersonalization was seen in persons with minor head trauma while at 
the upper end more than half of the sample survey showed 
depersonalization with mild head injury. 
Puri and others (2001) investigated the disturbances of brain 
activity in psychiatric disorders. This study was done in order to describe 
a neuroimaging study of the specific symptom of religious delusions in 
schizophrenic patient. High resolution single photon emission 
computerized tomography neuroimaging showed an association of 
45 
religious delusions with left temporal overactivation and reduced occipital 
uptake, particularly on the left. A longitudinal study on subjective 
importance of being religious and its effect on health and rnorale was 
carried out by Atchley (1997). From the data about two thirds of the 
subjects reported consistently positive attitudes towards being religious, 
about 16% were consistently negative in terms of the importance of being 
religious. The results evidenced that religious affiliation and frequency of 
attending religious functions were unrelated to the health or psychological 
well being, which at the same time showed that only some practices were 
studied, but not the belief which is the most important factor of 
religiosity. 
Depersonalization is nosologically unspecific and occurs in 
mild to severe psychopathologies. The psychoanalytic concept of 
depersonalization was presented by Woeller (1993) which states it as a 
defensive affect in people who are neurotically structured, thus protecting 
ego from painful superego stimuli. However in developmental pathologies 
it may be a signal affect denoting feared threat to self consistency. 
Eckhardt and Hoffmann (1993) noted that persons with 
deliberate self-harm syndrome often report depersonalization phenomena 
during which they have a diminished sensitivity to pain. The self-
mutilating act can temporarily stop the feelings of depersonalization, 
returning the person to an awareness of having a body. Depersonalization is 
understood as a defense mechanism. 
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Assessment about the concept of post traumatic stress disorder 
related to any kind of disaster in which analysis of the subjective 
experience and psychological symptoms of those involved in a major 
disaster but not themselves physically injured, was carried out by Sims 
and Sims (1998). Findings revealed that severity of PTSD symptoms were 
associated with the subjective symptoms and depersonalization. 
Frustrated helplessness was a recurring theme in the psychopathology. 
Alcohol consumption of those who were already drinkers increased. 
Social functioning at work and in marriage deteriorated with increased 
security of PTSD. 
Schweidson (1998) observed patients traumatized by events 
beyond the limits of human experimental endurability often reveal a 
shattered self with no personal core. These events seem to have occurred 
without a witness, possibly because their inhumanity caused the subject 
to disappear while the events were taking place. Such patients suffer from 
their sudden emergence of dissociated sets of memories which seem to 
have registered the entire circumstances of the trauma in a frozen state. 
The therapists interventions seem to have no impact at these moments. 
This may be because there is a self other than the patients that is present 
at a scene which belongs to a past that never ceases to recur. These 
traumatizing past experiences indicated a relationship with 
depersonalization. 
Birmes, Arrieu, Payen, Warner, Barbara and Schmitt (1999) 
explored a relationship between acute stress and the development of 
posttraumatic stress disorder and major depression aided by 
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depersonalization in the survivors of a plane crash who were severely 
injured. The reports evidenced acute stress and peritraumatic dissociative 
symptoms, with an intense subjective sense of numbing and derealization 
in some people, and some exhibited depersonalization with auditory 
hallucinations without a history of psychotic illness. 
Childhood trauma might play a slight role in extending the 
feeling of depersonalization. This fact is evident from the research 
conducted by Simeon, Gross, Guralink, Stein et al. (1997) where it was 
found that several distress and high levels of interpersonal impairment 
that were the characteristics of depersonalization were seen in those who 
suffered childhood trauma. 
Depersonalization has some clinical aspects related to it. 
Akhapkina (1993) conducted a clinical study in schizophrenics with 
depersonalization disorder. Three types of depersonalizations were 
identified - personal, psychofunctional and sensory. Three basic 
depersonalization syndromes were suggested: affective depersonalization 
with depression and thymopathic variants, phobic depersonalization, and 
hypochondrical depersonalization. 
The role of lie motif in the development of melancholia and the 
connection between lie motif and melancholic depersonalization is 
discussed in a research study carried out by Kraus (1994). The difference 
between melancholic depersonalization, depersonalization syndromes and 
schizophrenic depersonalization are also noted. It reports that in contrast 
to the traditional conception of melancholia as a mood disorder, it should 
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be categorized as a form of depersonalization. Wolfradt and Engelmann 
(1999) determined the relation between specific dissociative experience in 
depersonalization and fantasies and self-reported coping behaviour in 
some patients with schizophrenia, depression and anxiety. Factor analysis 
revealed that patients high on depersonalization had more passive forms 
of coping behaviour (resignation, social isolation, self-comparison, self 
blame) than normal subjects and finally correlation between 
depersonalization, trait anxiety and personal need for structure were 
reported. 
Guralnik, Schmieder and Simeon (2000) point out that 
depersonalization disorder is characterized by a detachment from one's 
sense of self and one's surroundings at least to a considerable distress and 
impairment, yet an intact testing of reality. They found that 
depersonalized individuals often report difficulties in perception, 
connection and memory, alterations in the attentional and perceptual 
systems, specifically in the ability to effortfully control the focus of 
attention. 
Van-Duck and Spinhoven (1997) investigated the association 
between spontaneous experiences of depersonalization and dei-ealization 
during panic states and hypnosis in low and highly hypnotizable phobic 
individuals. Findings suggested that proneness to experience 
depersonalization and derealization was positively related to 
hypnotizability, but only for agoraphobics who already must have 
experienced perceptual distortions during panic episodes. 
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Abnormal experience of the self defined in terms of 
depersonalization may predispose individuals to aggressive behaviour in 
situations that further alter their self awareness, and those conditions that 
raise self-awareness may inhibit the aggressive behaviour of such 
individuals. Analysis of research conducted by Bovasso (1997) showed 
that individuals prone to a distorted body image were least likely to 
express attitudes reflecting verbal hostility and physical aggression when 
their self-awareness was raised. Individuals prone to sense of unreality 
about others were more likely to express attitudes that reflect physical 
aggression when their sense of social identity was raised. Further the 
results suggest that a multidimensional construct of depersonalization 
may aid in the prediction of aggressive behaviour facilitated by situations 
that alter the individual's sense of self. 
Morioka, Nagatomo, Horikiri, Kita, Kenichi and Takigawa 
(1997) found that a patient suffering from pontine infarction showed 
symptoms which were diagnosed as depersonalization. This is perhaps an 
isolated case, but further research will clarify the issue. 
An evidence of depersonalization occurring after the consumption 
of alcohol rather than from a psychogenic etiology was seen (Raimo, 
Roemer, Moster, Mark & Shan and Yang, 1999). It was observed that the 
episodes were transient, not chronic. It was concluded that EEG slowing 
suggested a metabolic encephalopathy, a condition which is likely of 
contribute to the manifestations of depersonalization syndrome. 
Orders, Ritchie (1994) reported the case of a patient suffering 
from depersonalization accompanied by major depression. After ECT 
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improvement was shown only in depressive mood and in the vegetative signs 
of insomnia and decreased appetite. However, feelings of depersonalization 
continued. 
A case study with the history of panic attacks and the feeling of 
depersonalization was reported by Fichtner, Horevitz and Braun (1992). 
The treatment of fluoxetine - a serotonin reuptake inhibitor resulted in 
favourable response by the individual with depersonalization. Hollander, 
Carrasco, Mullen and Trungold et.al. (1992) advocated the fact that 
fluoxetine partially reduced depersonalization. While a case report 
presented by Ballard, Mohan and Handy (1992) show that individuals 
with chronic primary depersonalization responded well to the 
combination of psychotherapy and abreaction. 
Grigsby and Kaye (1993) assessed the incidence of feelings of 
unreality among a sample of people who had sustained head injuries. A 
high comorbidity was observed in post traumatic stress disorder and 
vertigo. Feelings of unreality were not associated with cognitive 
impairment, nor were there significant relationships with gender or 
involvement in litigation. A constructive estimate of depersonalization 
was seen in persons with minor head trauma while at the upper end more 
than half of the sample survey showed depersonalization with mild head 
injury. 
During the present times, everybody seems to be restless, stress 
hit and what not. This fast changing life has both negative and positive 
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aspects but the negative ones are encroaching into every nook and comer of 
the human psyche. An example of this can be cited in a study done by 
Collins (2000). The relationship between occupational stress and burnout 
was investigated and measured. Results indicated that occupational stress 
predicts emotional exhaustion and depersonalization more than 
perceptions of reduced personal accomplishment. 
Van Jan and Vanknippenberg (2000) propose that personal status 
affects the extent to which individuals have a depersonalized perception 
of self, that is perceive themselves only in terms of group membership 
rather than individual characteristics. Findings explored that individuals 
with low personal status displayed more depersonalization than 
individuals with high personal status. Even subjects with low personal 
status reported more depersonalized judgements than individuals with 
high personal status when group immersion was high. 
The following review of literature throws some light on 
hopelessness and related phenomena which an individual may experience 
as a consequence of prolonged stress. 
Lockhart (1997) studied a group of children residing in high 
tension areas to determine whether exposure to community violence 
resulted in lowered self esteem, symptoms of post traumatic stress 
disorder or inability to define a future for themselves. Results indicated 
that the children with potential stress who are unable to leave their war 
zones indicated diminished sense of the future and the exposure to violence 
put in them specific fears about their future. 
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Differences in personal beliefs about outcome expectancies in 
the social domain were examined in order to investigate the nature and 
conelates of the social hopelessness by Davidson (1998). He found that 
in both his studies (which were to check the physical or emotional trauma 
stemming from accidents and the first time parent undergoing a major life 
stress) showed a relationship between social hopelessness, and trial 
pessimism. Lower levels of optimism were significantly correlated with 
depression. 
Kapci (1998) also concluded that the influence of negative 
characteristics about self coupled with the experience of negative life 
events contributes to the development of depression through hopelessness. 
Attempt to address the use of a social hopelessness in predicting 
mood, and recent life experiences concerning negative social interactions 
was studied by Suwatzky (1998). Results accounted for the fact that high 
hopelessness and high certainty about negative future events interacted with 
individual's tolerance for ambiguous situations to produce distress. Further 
social hopelessness was related with low levels of efficacy for both the self 
and social situations and with difficulties in trusting others. 
An investigation done by Sonodo and Tonan (1999) examined the 
validity of the hopelessness theoiy of depression and its effects on 
optimistic/pessimistic diathesis, the causal explanation of actual stress-
coping mechanism for stressful events upon stress responses. Results 
indicated that optimism/pessimism underlies stress responses through the 
causal explanation of actual stress and coping strategy. 
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O'Connor, Cornery and Cheyne (2000) studied the relationship 
between depression, future directed thinking and cognitive vulnerability and 
hopelessness in parasuicide and hospital control. Results revealed that 
future positive thinking was not correlated with either depression nor with 
negative cognitive style, whereas negative cognitive style was correlated 
with depression and hopelessness. Future directed thinking contributes to 
hopelessness independently of depression and does not seem to be 
associated with cognitive vulnerability. 
Wyatt (1998) sought to predict hopelessness among some HIV-
positive females. The results put forward that for those under high (but 
not low stress) having satisfactory social support hopelessness was 
ameliorated. No support was found for the diathesis-stress model and 
social support appeared to be pivotal in lessening hopelessness in 
HIV-positive females. 
A study conducted by Thomas & Bindu (1999) shows that the 
disruption of the daily routines regarding psychosocial and economic 
problems among parents of children with epilepsy, emotional impairment 
and social adaptation were correlated with the severity of epilepsy. In 
addition parents of the epileptic children experienced frustration and 
hopelessness. 
Weber, Mehta and Nelsen (1997) examined the relationships 
between suicide ideation depression, loneliness, stress and hopelessness. A 
strong association was found between suicide ideation and hopelessness, 
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while a strong association was found between depression and hopelessness. 
Loneliness and hopelessness had a moderate association. 
Adolescents with suicide ideation were examined in a longitudinal 
relationship of psychological and social environmental factors by Mazza 
and Reynolds (1998). The subjects were assessed twice over a one-year 
period with measures of depression, hopelessness major negative life events 
and suicidal ideation. At the initial assessment it was found that daily 
hassles and negative life events for males and social support and depression 
for females were significant factors related to suicidal ideation. Changes in 
depression and hopelessness were significantly related to changes in 
suicide ideation over one year interval for males and females. 
Dixon, Heppner and Anderson (1991) also reached to the same 
conclusion, viz. that negative life-stress is a significant predictor of 
suicide ideation and hopelessness. 
Johnson (1992) investigated the role of gender and mood as 
mediators of attributional style, daily hassles and hopelessness 
depression. Interaction of attributional style, hassles and gender predicted 
change in hopelessness levels but predictions of depression symptoms 
was at the nonsignificant level. 
Veiling D.M. (1999) made an attempt to state the relationship 
between hopelessness and various personality variables. Results of factor 
level multiple regression analysis revealed that hopelessness was 
positively predicted by neuroticism and negatively predicted by 
extraversion and conscientiousness. Neither openness nor agreeableness 
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was related to hopelessness. MoW^fijxp,-gi-ame(4J|^ revealed that 
hopelessness was positively predicted by the neuroticism facets. Among 
the 6 facets of extraversion, hopelessness was negatively predicted by 
assertiveness and positive emotions and of the 6 facets of 
conscientiousness only competence (negatively) predicted hopelessness to 
a significant degree. 
In another case study, hopelessness was found to be a key 
mediating variable between depression and suicide intent and behaviour, 
Weishaar and Beck (1992). 
In a similar type of study carried out by Dean (1997) findings 
suggested that self-oriented perfectionism was related to increased levels 
of depression; increased levels of depression was related to an increased 
degree of hopelessness, which in turn lowered the reasons for living. 
Suicidal ideation was predicted by levels of hopelessness and reasons for 
living but not by negative life events, socially prescribed perfectionism 
and their interaction. 
Dixon, Rumford, Heppner and Lips (1992) investigated and 
evaluated differing sources of stress (negative life events and hassles) 
which mediated the role of hopelessness and suicide ideation. What they 
found was that if negative life events are controlled, hopelessness and 
suicide ideation were less, whereas hopelessness mediates the relation 
between stress and suicide thoughts. 
Evidences show that hopelessness has a vital role in suicidal 
ideation but the other side of the coin reveals an interesting aspect. The 
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logic of the hopelessness theory suggests that the individuals may become 
so profoundly hopeless that they cannot muster an effort to kill 
themselves even though they desperately want to die (Abramson, Alloy, 
Hogan, Whitehouse, Gibb, Hankin and Cornette, 2000). 
From the above review of literature it appears that prolonged 
stress results in pathologies and deficits which affect the vQvy core 
symptoms of behaviour. 
Depersonalization and hopelessness are some of the possible 
consequences. In the same manner it is observed that behaviours like 
social intimacy and religiosity may exercise a moderating effect. 
Furthermore, since all behaviors are anchored in the social milieu the 
investigator feels that gender, family system and age should also be 
studied. Therefore, after going through a large number of studies, the 
following research questions have been framed by the investigator. 
1. Do people experiencing prolonged stress differ from those not 
experiencing prolonged stress on depersonalization. 
2. Do people experiencing prolonged stress differ from those not 
experiencing prolonged on hopelessness. 
3. Do people experiencing prolonged stress having high social intimacy 
differ from people experiencing prolonged stress having low social 
intimacy on depersonalization. 
4. Do people experiencing prolonged stress having high social intimacy 
differ from people experiencing prolonged stress having low social 
intimacy on hopelessness. 
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5. Do people experiencing prolonged stress having high religiosity differ 
from people experiencing prolonged stress having low religiosity on 
depersonalization. 
6. Do people experiencing prolonged stress having high religiosity differ 
from people experiencing prolonged stress having low religiosity on 
hopelessness. 
7. Do people not experiencing prolonged stress having high social 
intimacy differ from people not experiencing prolonged stress 
having low social intimacy on depersonalization. 
8. Do people not experiencing prolonged stress having high social 
intimacy differ from people not experiencing prolonged stress 
having low social intimacy on hopelessness. 
9. Do people not experiencing prolonged stress having high religiosity 
differ from people not experiencing prolonged stress having low 
religiosity on depersonalization. 
10. Do people not experiencing prolonged stress having high religiosity 
differ from people not experiencing prolonged stress having low 
religiosity on hopelessness. 
Furthermore since gender, family system and age are important 
factors that affect our responses to socio-psychological phenomenon, the 
following questions were framed for a more indepth understanding. 
11. Do females and males differ on the various dimensions being 
studied. 
i) Social Intimacy 
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ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
12. Do females belonging to prolonged stress area differ from females 
belonging to non-prolonged stress area on the various dimensions 
being studied. 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
13. Do males belonging to prolonged stress area differ from males 
belonging to non-prolonged stress area on the various dimensions 
being studied. 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
14. Do females having high social intimacy differ from females having 
low social intimacy on depersonalization ? 
15. Do females having high social intimacy differ from females having 
low social intimacy on hopelessness ? 
16. Do males havmg high social intimacy differ from males having low 
social intimacy on depersonalization ? 
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17. Do males having high social intimacy differ from males having low 
social intimacy on hopelessness ? 
18. Do females having high religiosity differ from females having low 
religiosity on depersonalization? 
19. Do females having high religiosity differ from females having low 
religiosity on hopelessness? 
20. Do males having high religiosity differ from males having low 
religiosity on depersonalization? 
21. Do males having high religiosity differ from males having low 
religiosity on hopelessness? 
22. Do individuals living in nuclear family differ from those living in 
joint family on the various dimensions being studied ? 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
23. Do individuals living in joint family in prolonged stress conditions 
differ from individuals living in joint family in non-prolonged 
stress conditions on the various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
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24. Do individuals living in nuclear family in prolonged stress conditions 
differ from individuals living in nuclear family in non-prolonged 
stress conditions on the various dimensions being studied? 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
25. Do individuals living in joint family having high social intimacy 
differ from those living in joint family having low social intimacy 
on depersonalization. 
26. Do individuals living in joint family having high social intimacy 
differ from those living in joint family having low social intimacy 
on hopelessness ? 
27. Do individuals living in joint family having high religiosity differ 
from those living in joint family having low religiosity on 
depersonalization ? 
28. Do individuals living in joint family having high religiosity differ 
from those living in joint family having low religiosity on 
hopelessness? 
29. Do individuals living in nuclear family having high social intimacy 
differ from those living in nuclear family having low social 
intimacy on depersonalization ? 
30. Do individuals living in nuclear family having high social intimacy 
differ from those living in nuclear family having low social intimacy 
on hopelessness? 
31. Do individuals living in nuclear family having high religiosity differ 
from those living in nuclear family having low religiosity on 
depersonalization ? 
32. Do individuals living in nuclear family having high religiosity 
differ from those living in nuclear family having low religiosity on 
hopelessness? 
33. Do group 1 (18-35 yrs) and group 2 (36-65 yrs) individuals differ 
on the various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
34. Do group 1 individuals belonging to prolonged stress differ from 
group 1 individuals belonging to nonprolonged stress area on the 
various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
35. Do group 2 mdividuals living in prolonged stress area differ from 
group 2 individuals belonging to non-prolonged stress area differ 
on various dimensions being studied. 
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i) Social Intimacy 
ii) Religiosity 
iii) Depersonalization 
iv) Hopelessness 
36. Do group 1 individuals having high social intimacy differ from 
group 1 individuals having low social intimacy on 
depersonalization. 
37. Do group 1 individuals having high social intimacy differ from 
group 1 individuals having low social intimacy on hopelessness. 
38. Do group 1 individuals having high religiosity differ from group 1 
individuals having low religiosity on depersonalization. 
39. Do group 1 individuals having high religiosity differ from group 1 
individuals having low religiosity on hopelessness. 
40. Do group 2 individuals having high social intimacy differ from 
group 2 individuals having low social intimacy on 
depersonalization. 
41. Do group 2 individuals having high social intimacy differ from group 
2 individuals having low social intimacy on hopelessness. 
42. Do group 2 individuals having high religiosity differ from group 2 
individuals having low religiosity on depersonalization. 
43. Do group 2 individuals having high social intimacy differ from 
group 2 individuals having low religiosity on hopelessness. 
CHAPTER - III 
Methodo logy 
The main thrust of the present research was to study certain 
conditions which may occur as a consequence of prolonged stress. While 
the ideal situation could be to manipulate the variables of stress and to 
create condition of stress for one group and continue them for a particular 
period of time, which would bring it in the category of prolonged stress, 
and compare this group on desired dimensions with a control group, this 
procedure is not possible due to ethical considerations. Therefore, the 
only method to select for study a group of persons which were placed 
through their life circumstances in situations of severe prolonged stress. 
Unfortunately, such groups exist in abundance. A comparable sample of 
those who had not been subjected to severe prolonged stress would also 
need to be studied. 
Due to these conditions, the turmoil-hit areas of Kashmir where 
tension and uncertainty prevails (in vaiying degrees in different areas) from 
last twelve years was selected for the study. 
Two types of locales of Kashmir, one in which stress and 
trauma was unabated over the years and the other those in which there 
were rare or occasional incidents were selected, selecting both areas from 
the Kashmir valley was desirable because socio-cultural differences in the 
two groups would be equalized. 
Thus, the sample drawn out from areas under continuous tension 
comprised our prolonged stress group. High tension areas of Kashmir are 
those where the frequency of attacks, blasts, firing encounters and 
protests are high whereas the low tension areas are those where the above 
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incidents are less and people go about their business of living with 
comparative normalcy. 
A prolonged state of tension takes its toll on the individual. Not 
only does the person become confused and uncertain, it may lead to 
behaviour which reflects a deep psychological trauma. When resolution 
of a problem does not seem visible or possible and negative situations 
continue, this status of unrelieved stress may affect the individual at a 
very deep level and lead to behaviours that reflect disintegration and 
unhealthy functioning. Depersonalization and hopelessness are two 
possible outcomes of prolonged stress. 
However, it is also a fact that all persons undergoing prolonged 
traumatic stress may not suffer psychological malfunctioning and those do 
suffer, suffer to varying degrees. Certain characteristics possessed by the 
individual may make him more or less vulnerable, social intimacy and 
religiosity are hypothesized as the moderator variables which would 
buffer the effects of prolonged stress. 
Thus the present study involves : 
a) identifying locations and areas of Kashmir where tension is 
continuous, unabated and areas of comparative normalcy. 
b) comparing individuals undergoing prolonged stress with those not 
undergoing prolonged stress on 'depersonalization' and 
'hopelessness'. 
c) finding out whether social intimacy and religiosity moderate the 
occurrence of depersonalization and hopelessness. 
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SAMPLE 
A sample of 150 individuals residing in different parts of 
Kashmir was studied. The sample was drawn from two types of location, 
(i) Those where tension is consistently high and (ii) those areas -which can 
be termed as low tension areas. Under the first category were the areas 
where continuous insurgencies and militant attacks were found, two 
districts were taken viz Srinagar and Kupwara; further the actual areas 
included Lai Chowk, Lai Bazar, Zainakadal, Hawal, Khanyar Lolab, 
Warne and Sogam. The low tension areas were those where the attacks 
may occur but with much less frequency and people can go about their 
life normally. These districts were Budgam and Pulwama and the areas 
chosen were Bag-i-Mehtab, Hyderpora, Barzulla, Rawalpora, .Zainpora, 
Shopian, pampora and Tral. 
Since the variable under study was prolonged stress which 
cannot be directly manipulated, the socio political climate which resulted 
in some areas coming under uninterrupted stress was taken cognizance of. 
Individuals belonging to such areas formed our prolonged stress group 
(PSG) subjects, while from the other type of comparatively tension free 
area subjects were treated as non prolonged stress group (NPSG). While 
random sampling is undoubtedly the most desirable procedure t6 draw out 
the sample of this nature, purposive sampling when carried out in an 
organised manner with a conscious effort to avoid bias turns out to be the 
best method of drawing the sample when a problem of this nature is being 
studied. 
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Therefore, the researcher used purposive sampling to draw out 
the sample. The sample size drawn was 150, It was carried out on both 
adult male and female group of subject. The family system was also taken 
into consideration i.e. Joint and Nuclear family system. Age was 
categorised in two group varying from (18-35) and (36-65). 
TOOLS 
The effects of prolonged stress were to be studied in terms of 
two important dimensions, namely depersonalization and hopelessness. 
Further, it was hypothesized that social intimacy and religiosity might 
buffer and moderate the impact of prolonged stress. Therefore the 
following tools of study were used by the investigator : 
i) Scale to measure social intimacy 
ii) Scale to measure religiosity 
iii) Scale to measure depersonalization 
iv) Scale to measure hopelessness. 
While appropriate questionnaires were available for measuring social 
intimacy, religiosity and hopelessness, the researcher had to design tool 
to measure depersonalization. Details of the measuring tool are given when 
the scale is discussed. 
I. SOCIAL INTIMACY : 
Social intimacy scale was developed by Miller and Lefcourt in 
1982. It consists of 17 items, 6 of which require frequency ratings and 11 
requirmg intensity ratings on a 10 point scale. Two of these items (2 and 
67 
14) are opposite keyed, so that a rating of 10 is scored 1 and vice-versa. 
This scale was designed to assess the degree of intimacy experienced with 
a person to whom the subject felt closest. In the original study of Miller 
& Lefcourt (1982) subjects were asked to describe their relationships with 
their closest friend. High scores indicate a high degree of intimacy. 
The authors of the test have painstakingly calculated the 
reliability and validity of the test. The magnitude of the Cronbach alpha 
coefficients alpha = .91; alpha = .86 reveal that the 17 items assess a 
single construct as was intended. A test-retest reliability of r = .96 (P < 
.001), over a 2-month interval and r = .84 (P < .001), over a 1 month 
interval suggests that there is some stability in the maximum level of 
intimacy experienced over time. 
Convergent validity was calculated by relating scores on this 
scale with scores on two validated scales. With Interpersonal Relationship 
Scale (IRS) (cited in Guerney, 1977) subjects also scored high on the 
MSIS (r = .71, P<.001). Subjects who described themselves lonely on the 
UCLA loneliness scale also scored low on the MSIS (r = -.65, P<.001). 
Discriminant validity of this scale was established with Need for 
Nurturance subscale on which females with high intimacy scoring high on 
MSIS scored high (r = .44, P < .04), and males were characterized by high 
needs for affiliation (r = .41, P < .5); Dominance (r = .46, P < .05); and 
exhibition (friendly extraversion, r = .57 P < .05) and low need for 
Aggression (r - -.42, P < .05). Correlations with the Marlowe Crowne 
Need for Approval scale were .36 for males and .02 for females, neither 
of which was statistically significant. 
68 
RELIGIOSITY 
The religiosity scale was developed by Deka and Broota in 1985. 
The scale consisted of 44 items out of which 25 were positive and 19 were 
negative. The presence of both positively and negatively worded items is 
essential, for it avoids the tendency of the respondent to develop a response 
set, that might occur, were the items only positive or only negative. 
The reliability of the final scale was established using the split 
half technique. The items of the scale were split into two equivalent 
forms using the odd-even methods. The reliability coefficient of the half 
tests was .91 (using Pearsons product moment). 
The obtained value was corrected for length using Spearman 
Brown formula and was 0.96. Thus the reliability co-efficient for the 
religiosity scale was .96 for an adult sample of subjects. 
There are several ways that scale can be validated. Scales which 
are measures of attitudes and values however are extremely difficult to 
validate against external criteria or overt behaviour. 
Attitude scores need not correlate with overt behaviour, e.g. an 
individual who rejects the churches, temples and mosques as being 
centres of corruption, may still continue to visit them because of social 
reasons. Therefore, most attitude scales can only claim face validity 
(Freeman, 1965). 
This religiosity scale being an attitude scale, also claims to have 
face validity since the items that make up the scale are self evident, the 
items referao belief in and dependency on God or some supernatural 
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being. The items also attempt to tap the extent of a subjects' adherence to 
the doctrines of his religious faith. Furthermore, the validity of each item 
has been determined by procedure of item analysis by setting up two 
criterion groups using the upper 27% and lower 27% of the cases from 
the try-out sample (Guilford, 1954). 
The present scale has been cross validated by Sreekisoon and 
Chaudhary (1983) on a sample of college students belonging to 4 
different faith groups namely, Muslim, Christian, Sikh and Jain religions. 
Islamic faith stresses the concept of belief in and dependency on a 
personal God. Jainism does not speak of belief in any God or Godesses, 
it merely stresses the need for right conduct and the sacredness of every 
life form. 
Since the scale is a measure of belief in and dependency on a 
supernatural being of God, the two religious faith groups, Muslims and 
Jains should differ significantly. Sreekisoon and Chaudhaiy (1983) 
reports significant difference between the two groups (p < .01). This 
validates that the religiosity scale developed, is a valid measure of 
attitude of religiosity of an individual. 
DEPERSONALIZATION 
Since depersonalization was being studied not as a dissociative 
disorder, for which DSM-IV has suggested that the structured Clinical 
Interview for DSM-IV Dissociative Disorders (SCID-D, Steinberg, 1993) 
can be used for evaluation, but as a condition which may come under 
category of 'normal depersonalization' or 'transient depersonalization; it 
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was necessary that an appropriate tool be designed by the researcher. The 
construction of a scale is a serious business. It does not mean writing out 
certain statements and taking responses. According to Kelly (1969) and 
Hasan (1997) there are three strategies of construction of questionnaires : 
i. Rational theoretical 
ii. Empirical 
iii. Factor analytic 
The rational theoretical approach was adopted for the 
construction of depersonalization questionnaire. In rational theoretical 
approach, common sense becomes the basis of decision of what is to be 
assessed, what items are initially included in the pool of items to be 
considered for inclusion in the instrument, what responses are to be 
considered as the evidence of presence/absence of a trait. 
The following steps which are involved in developing rational 
theoretical instrument were followed : 
i. Defining the construct : 
In this, the definition of the trait is to be enunciated. If the 
psychologist is depending upon some theoretical formulation in deciding 
what he has to measure, he can borrow the definition from the theoretical 
system. It may also be formulated by the psychologist who is developing 
the instrument if he makes use of common sense and rational thinking in 
deciding what he has to measure. In this case, since the definition had to 
be formulated by the researcher, the first step undertaken by the 
researcher was to define the construct. With the help of available 
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literature, findings of studies conducted in the area, discussion with senior 
colleagues it was concluded that the following behaviors defined the 
phenomena of depersonalization. 
1. A state in which one feels as if he/she is out of his/her body and the 
self is not in one's control. 
2. feeling of being unreal. 
3. Loss of sense of self 
4. Feeling as if one is in a state of dream 
5. An altered perception of self 
6. Persistent or recurrent experience of feeling of detached from, and as 
if one is an outside observer of one's mental processes or body. 
7. Clinically significant distress or impairment in social, occupational or 
other important areas of functioning. 
8. Intact reality testing. 
A pool of items which reflected each of the factors defining 
depersonalization was created with the help of researchers and teachers of 
the department. Initially almost sixty items were formulated. Each item 
highlighted a situation reflecting a particular factor. For example the item 
number first and item number 30 -
(i) Life is meaningless and I feel as if I am not me. (ii) I prefer 
independence, so that I can enjoy this state of unreality for a pretty long 
time, would indicate the position of the subject an depersonalization. 
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(ii) Editing and improving language of items : 
Since one of the fundamental assumptions of rational theoretical 
approach is that responses given by a subject are the verbal representation 
of his/her mental interior, the items in the instrument should convey the 
same meaning to all the subjects. Thus ambiguous, complex and vague 
statements should be avoided. This exercise was diligently followed and 
screening, rewording and pruning of items was done with the help of 
experienced researchers. In the end, thirty items were retained in the 
questionnaire. 
iii) Determining item Homogeneity : 
In order to do this, the researcher conducted a pilot study and 
the scale was administered on (a) persons who markedly and distinctly 
showed symptoms of depersonalization and (b) those who appeared to 
show no such symptoms. 
There was great difference in scores obtained by the two groups 
and the thirty items retained were those in which the two groups did not 
respond in the same way. Thus there was item homogeneity to a great 
extent. 
In this way depersonalization scale consisting of 30 items was 
constructed. There were three response categories for each item 
Always, Sometimes, Never A score of 1,2,3 was assigned, such that 
response indicating presence of depersonalization was given the score 3. 
Therefore the maximum possible score on the scale was 90 and the 
minimum possible score was 30. 
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HOPELESSNESS 
The Beck Hopelessness Scale, was developed by Beck and his 
colleagues in (1974). It is a 20 item measure designed to reflect a 
respondent's negative expectancies. The measure comprises of 11 
negatively phrased and 9 positively phrased items. 
Beck et al (1974) found the internal consistency for total BHS 
scores as .93, with item total correlations ranging from .39 to .76. 
The validity of Beck's Hopelessness Scale scores have been well 
researched in clinical populations, and these scores have proven to be of 
considerable clinical worth (Nunn, Lewin, Walton, & Carr, 1996). Chang 
et. al. (1994) found a positive relationship between BHS scores and 
psychological stress as measured by the Deragatis Stress Profile as well as 
relationships in the expected directions between the BHS and the optimism 
and pessimism subscales of the life orientation Test (Scheier & Carver, 
1985). 
Procedure 
The actual conduct of research is an important pHase in an 
investigation. In a study of this nature it is also a very interesting phase 
because after literature search and other academic aspects of research 
planning, in this phase the researcher actively participates in the work 
chalked out. Further, when the research involves an understanding of 
many dimensions of behaviour, it is likely that interaction with subjects 
will be for a longer period. The researcher contacted subjects in their 
homes or place of work at their convenience which became possible after 
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creation of rapport. The questionnaires were thus administered individually 
in two or three sittings depending upon time which subjects could spare at a 
particular moment. However for one person there was a short gap and the 
second visit was kept as close as possible to the first. Many persons 
approached did not want to participate so the researcher spent a 
considerable time in this phase of work so that persons genuinely interested 
to cooperate would constitute our sample. The importance of this phase and 
research cannot be underestimated. 
The information that we analyse and the conclusions that we 
draw depend upon the seriousness and genuineness with which data is 
collected. Therefore the researcher took all possible precautions in 
administering the questionnaires to subjects. 
Statistical Analysis 
The investigator had to compare two groups, one experiencing 
prolonged stress, the other not experiencing prolonged stress on two 
dimensions - depersonalization and hopelessness. Further, the influence 
of two moderator variables namely social intimacy and religiosity were 
needed to be assessed. The researcher therefore used the t-test so that the 
significance of the difference between means could be found, t is an 
inferential statistic and is commonly used to compute the significance of 
difference between two means. Since our research questions aim to 
answer questions relating to intergroup differences on certain dimensions, 
t-test was applied by the researcher. 
CHAPTER - IV 
Results 
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The main purpose of the present investigation is to find how 
people living in prolonged stress conditions and non-prolonged stress 
conditions differ or certain dimensions which are presumed to occur as a 
consequence of prolonged stress. It was also hypothesized that certain 
factors could moderate the impact which stress would exercise. 
Depersonalization and hopelessness were the dependent variables which 
would accrue as a result of prolonged stress. Religiosity and social 
intimacy were felt to be factors that could influence and moderate the 
effects of prolonged stress. 
In order to probe into the phenomena comprehensively and 
effectively certain research questions were formulated which have already 
been enunciated in the second chapter. Appropriate procedures were 
selected to ensure that these research questions were satisfactorily 
answered. The results obtained are given below -
Our first research question was : 
Do people experiencing prolonged stress differ from 
those not experiencing prolonged stress on 
depersonalization. 
76 
TABLE! 
SHOWING SCORES ON DEPERSONALIZATION OF SUBJECTS 
BELONGING TO PROLONGED AND NON-PROLONGED STRESS 
GROUPS. 
Group 
PSG 
NPSG 
Variable 
Depersonali-
zation 
n 
N 
75 
75 
Mean 
47.97 
44.73 
SD 
8.40 
7.17 
t value 
2.5 
Level of 
Significance 
.05 
Information obtained from the above table reveals that PSG 
(Prolonged stress group) and NPSG (non prolonged stress group) differ 
significantly on depersonalization. It is also observed that the mean score 
on depersonalization of the PSG group is greater than NPSG group. 
Therefore the two groups differ with those living in prolonged stress 
condition showing greater depersonalization. 
The second research question states : 
Do people experiencing prolonged stress differ from 
those not experiencing prolonged stress on 
hopelessness. 
TABLE-2 
SHOWING SCORES ON HOPELESSNESS OF SUBJECTS 
BELONGING TO PROLONGED AND NON-PROLONGED STRESS 
GROUPS. 
Group 
PSG 
NPSG 
Variable 
Hopelessness 
(I 
N 
75 
75 
Mean 
24.85 
22,96 
SD 
3.28 
2.33 
t value 
4.10 
Level of 
Significance 
.01 
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SG and NPSG differ 
significantly on hopelessness. It is observed that scores obtained by PSG 
on hopelessness are more than that obtained from NPSG group. 
On the basis of the results cited above we may conclude that 
PSG scores higher than NPSG on both the dependent variables namely 
depersonalization and hopelessness. 
Research question no. 3 is : 
Do people experiencing prolonged stress having high 
social intimacy differ from those experiencing 
prolonged stress having low social intimacy on 
depersonalization. 
TABLE-3 
SHOWING SCORES ON DEPERSONALIZATION OF HIGH 
SOCIAL INTIMACY AND LOW SOCIAL INTIMACY SUBJECTS 
LIVING UNDER PROLONGED STRESS CONDITIONS. 
Group N Mean SD t value Level of 
Significance 
High Social 
intimacy 
Low Social 
intimacy 
High Social 
intimacy 
Middle Social 
intimacy 
Middle Social 
intimacy 
Low Social 
intimacy 
26 
32 
26 
17 
17 
32 
45.19 
50.06 
45.19 
48.58 
48.59 
50.06 
8.65 
7.22 
8.65 
7.97 
7.98 
7.22 
2.29 
1.26 
0.64 
.05 
Non-significant 
Non-significant 
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Information regarding the above question is given in table 5 
which shows that high social intimacy PSG differs significantly from low 
social intimacy PSG. Further it can be elaborated that those individuals 
having high social intimacy are low on depersonalization than those who 
have low social intimacy. We also observe that those subjects who have 
moderate social intimacy have even lower scores on depersonalization 
than those who are low on social intimacy. 
The fourth research question is : 
Do people experiencing prolonged stress having 
high social intimacy differ from those experiencing 
prolonged stress having low social intimacy on 
hopelessness. 
TABLE-4 
SHOWING SCORES ON HOPELESSNESS OF HIGH SOCIAL 
INTIMACY AND LOW SOCIAL INTIMACY SUBJECTS LIVING 
UNDER PROLONGED STRESS CONDITIONS. 
Group 
High Social 
intimacy 
Low Social 
intimacy 
High Social 
intimacy 
Middle Social 
intimacy 
Middle Social 
intimacy 
Low Social 
intimacy 
N 
26 
32 
26 
17 
17 
32 
Mean 
23.84 
25.23 
23.85 
25.58 
25.59 
25.22 
SD 
2.31 
3.1 
2.31 
3.72 
3.1 
3.72 
t value 
1.81 
1.84 
0.35 
Level of 
Signiflcance 
Non-significant 
Non-significant 
Non-significant 
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From the above table we find that the mean score of PSG having 
high social intimacy is not significantly different from the mean score 
obtained by PSG on hopelessness having low social intimacy. . 
The next research question namely research question No. 5 was : 
Do people experiencing prolonged stress having high 
religiosity differ from people experiencing prolonged 
stress having low religiosity ondepersonalization. 
TABLE-5 
SHOWING SCORES ON DEPERSONALIZATION OF HIGH 
RELIGIOSITY AND LOW RELIGIOSITY SUBJECTS LIVING 
UNDER PROLONGED STRESS CONDITIONS. 
Group 
High Religious 
Low Religious 
High Religious 
Middle Religious 
Middle Religious 
Low Religious 
N 
25 
25 
25 
25 
25 
25 
Mean 
46.80 
53.64 
46.80 
44.28 
44.28 
53.64 
SD 
8.35 
7.55 
8.35 
5.77 
5.77 
7.55 
t value 
2.98 
1.22 
4.8 
Level of 
Significance 
.01 
Non-significant 
.01 
The results given in Table 5 show that subjects belonging to 
prolonged stress group having high religiosity score less on 
depersonalization than those having low religiosity. Interestingly those who 
are moderately religious also have a lower score on depersonalization than 
those low on religiosity. 
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The sixth research question deals with: 
Do people experiencing prolonged stress having high 
religiosity differ from people experiencing prolonged 
stress having low religiosity on hopelessness. 
TABLE-6 
SHOWING SCORES ON HOPELESSNESS OF HIGH 
RELIGIOSITY AND LOW RELIGIOSITY SUBJECTS LIVING 
UNDER PROLONGED STRESS CONDITIONS. 
Group 
High Religious 
Low Religious 
High Religious 
Middle Religious 
Middle Religious 
Low Religious 
N 
25 
25 
25 
25 
25 
25 
Mean 
24.36 
25.56 
24.36 
24.60 
24.60 
25.56 
SD 
3.08 
2.87 
3.08 
3.57 
3.57 
2.87 
t value 
1.39 
0.24 
1.03 
Level of 
Significance 
Non-Significant 
Non-Significant 
Non-Significant 
Table No. 6 shows that those living in prolonged stress 
conditions having high religiosity do not differ on hopelessness from 
subjects having low religiosity. 
The seventh research question states : 
Do people not experiencing prolonged stress having 
high social intimacy differ from those not 
experiencing prolonged stress having low social 
intimacy on depersonalization. 
TABLE-7 
SHOWING SCORES ON DEPERSONALIZATION OF HIGH 
SOCIAL INTIMACY AND LOW SOCIAL INTIMACY SUBJECTS 
LIVING UNDER NON-PROLONGED STRESS CONDITIONS. 
Group N Mean SD t value Level of 
Significance 
High Social 
intimacy 
Low Social 
intimaCy 
High Social 
intimacy 
Middle Social 
intimacy 
Middle Social 
intimacy 
Low Social 
intimacy 
24 
18 
24 
33 
33 
18 
43.20 
46.38 
43.20 
48.58 
48.58 
46.38 
7.99 
6.83 
7.99 
6.83 
5.61 
6.83 
1.32 Non-significant 
1.26 
1.26 
Non-significant 
Non-significant 
Information obtained regarding the research question number 
seventh is indicated in Table 7. From the above table we find that the 
mean scores on depersonalization of the NPS having high social intimacy 
do not differ significantly from those having low social intimacy. In 
addition to this subjects having moderate social intimacy also do not 
show any significant difference on depersonalization when compared to 
either of the extreme groups. 
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Our eighth research question results of which are shown in table 8 is : 
Do people not experiencing prolonged stress 
having high social intimacy differ from those not 
experiencing prolonged stress having low social 
intimacy on hopelessness. 
TABLES 
SHOWING SCORES ON HOPELESSNESS OF HIGH SOCIAL 
INTIMACY AND LOW SOCIAL INTIMACY SUBJECTS LIVING 
UNDER NON-PROLONGED STRESS CONDITIONS. 
Group 
High social 
intimacy 
Low social 
intimacy 
High social 
intimacy 
Middle social 
intimacy 
Middle social 
intimacy 
Low social 
intimacy 
N 
24 
18 
24 
33 
33 
18 
Mean 
22.29 
23.78 
22.29 
23.06 
23.06 
23.78 
SD 
1.79 
2.64 
1.79 
2.35 
2.34 
2.63 
t value 
2.12 
1.85 
0.98 
Level of 
Significance 
.05 
Non-significant 
Non-significant 
The above results indicate that a significant difference can be 
observed between those not having high social intimacy living in NPS and 
those having low social intimacy living in NPS. Results further indicate that 
those subjects who have moderate social intimacy also do not differ 
significantly from either groups of social intimacy on hopelessness. It may 
also be noted that in the PSG, hopelessness was not influenced at all by 
social intimacy. 
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Research question number ninth deals with; 
Do people not experiencing prolonged stress having 
high religiosity differ from people not experiencing 
prolonged stress having low religiosity on 
depersonalization. 
TABLE-9 
SHOWING SCORES ON DEPERSONALIZATION OF HIGH 
RELIGIOSITY AND LOW RELIGIOSITY SUBJECTS. LIVING 
UNDER NON-PROLONGED STRESS CONDITIONS. 
Group 
High Religiosity 
Low Religiosity 
High Religiosity 
Middle Religiosity 
Middle Religiosity 
Low Religiosity 
N 
25 
25 
25 
25 
25 
25 
Mean 
43.16 
45.44 
43.16 
44.76 
44.76 
45.44 
SD 
7.69 
6.43 
7.69 
5.80 
5.80 
6.43 
t value 
1.14 
0.81 
3.38 
Level of 
Significance 
Non-Significant 
Non-Significant 
.01 
Table 9 shows that the difference between those not 
experiencing prolonged stress (NPS) having high religiosity and those not 
experiencing prolonged stress having low religiosity is not significant. 
Research question number tenth deals with: 
Do people not experiencing prolonged stress having 
high religiosity differ from people not experiencing 
prolonged stress having low religiosity on 
hopelessness. 
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TABLE! 0 
SHOWING SCORES ON HOPELESSNESS OF HIGH 
RELIGIOSITY AND LOW RELIGIOSITY SUBJECTS LIVING 
UNDER NON-PROLONGED STRESS CONDITIONS. 
Group 
High Religiosity 
Low Religiosity 
High Religiosity 
Middle Religiosity 
Middle Religiosity 
Low Religiosity 
N 
25 
25 
25 
25 
25 
25 
Mean 
22.64 
23.04 
22.64 
23.36 
23.36 
23.04 
SD 
2.31 
1.84 
2.31 
2.65 
2.65 
1.84 
t value 
0.66 
1.45 
0.48 
Level of 
Significance 
Non-Significant 
Non-Significant 
Non-Significant 
In Table 10 we see that NPS having high religiosity do not 
differ from NPS having low religiosity on hopelessness. We found that 
mean score of high religiosity group not experiencing prolonged stress 
was 22.64 on hopelessness, whereas mean score of low religiosity group 
was 23.04, thus we find that hopelessness is not influenced by religiosity. 
The eleventh research question deals with: 
Do individuals living in nuclear family differ from 
those living in joint family on the various 
dimensions being studied 
i) Social Intimacy 
a) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
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TABLE-11 
SHOWING SCORES ON VARIOUS DIMENSIONS IN TERMS OF 
FAMILY SYSTEM (JOINT AND NUCLEAR) 
Group 
Nuclear family 
Joint family 
Nuclear family 
Joint family 
Nuclear family 
Joint family 
Nuclear family 
Joint family 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
73 
77 
73 
77 
73 
77 
73 
77 
Mean 
128.26 
131.85 
172.76 
171.24 
46.52 
46.36 
23.57 
24.22 
SD 
17.29 
21.58 
18.74 
24.07 
7.74 
8.13 
3.03 
2.93 
t value 
1.12 
.43 
0.12 
1.32 
Level of 
Signiflcance 
Non-significant 
Non-significant 
Non-significant 
Non-significant 
Results obtained from the above table show that there is no 
difference on any of the variables amongst joint family and nuclear family 
subjects. 
Research question no. 12 states : 
Do individuals residing in joint family in prolonged 
stress condition differ from individuals living in 
joint family in non-prolonged stress conditions on 
various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
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Hi) Depersonalization 
iv) Hopelessness 
TABLE-12 
SHOWING SCORES ON VARIOUS DIMENSIONS OF JOINT FAMILY 
SUBJECTS LIVING UNDER DIFFERENT STRESS CONDITIONS 
Group 
PSC 
NPSC 
PSC 
NPSC 
PSC 
NPSC 
PSC 
NPSC 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
26 
47 
26 
47 
26 
47 
26 
47 
Mean 
124.42 
130.38 
173.96 
172.10 
47.92 
45.74 
24.92 
22.82 
SD 
18.52 
16.38 
18.05 
7.74 
7.72 
3.73 
2.29 
t value 
1.42 
.40 
1.15 
2.97 
Level of 
Significance 
Non-significant 
Non-significant 
Non-significant 
01 
Results obtained from the above table show that there is no 
difference on the variables viz. social intimacy, religiosity and 
depersonalization amongst the subjects of joint family system living in 
PSC or NPSC, while a significant difference is seen on hopelessness 
amongst subjects of joint family system living in PSC and NPSC. 
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Research question no. 13 states : 
Do individuals residing in nuclear family in 
prolonged stress conditions differ from individuals 
living in nuclear family in non-prolonged stress 
conditions on various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
TABLE-13 
SHOWING SCORES ON VARIOUS DIMENSIONS OF NUCLEAR 
FAMILY SUBJECTS LIVING UNDER DIFFERENT STRESS 
CONDITIONS. 
Group 
PSC 
NPSC 
PSC 
NPSC 
PSC 
NPSC 
PSC 
NPSC 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
49 
28 
49 
26 
49 
28 
49 
28 
Mean 
127.75 
139.03 
172.14 
169.67 
48.00 
43.50 
24.81 
23.17 
SD 
22.08 
18.99 
21.69 
28.11 
8.81 
5.89 
3.06 
2.42 
t value 
2.36 
.43 
2,68 
2.59 
Leviel of 
Significance 
.05 
Non-significant 
.01 
05 
Information obtained with regard to research question no. 13 is 
given in the above table. We find that individuals living in nuclear family 
in PSC do not vary significantly from individuals living in nuclear family 
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in NPSC on religiosity. However, we find that on social intimacy 
individuals living in PSC score significantly lower than those living in 
NPSC. Individuals living in nuclear family under prolonged stress 
conditions show a significantly higher score on depersonalization than 
those living in nuclear family system in NPSC. On hopelessness also the 
individuals of nuclear family system of PSC score significantly higher 
than those living in NPSC. 
Research questions number 14 and 15 deal with: 
*Do individuals living in Joint family having high 
social intimacy differ from those living in joint 
family having low social intimacy on 
depersonalization. 
*Do individuals living in joint family in having high 
social intimacy differ from those living in joint 
family having low social intimacy on hopelessness. 
TABLE-14 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST 
HIGH AND LOW SOCIAL INTIMACY GROUP IN JOINT FAMILY 
SUBJECTS 
Group 
High social 
intimacy 
Low social 
intimacy 
High social 
intimacy 
Low social 
intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
33 
28 
33 
28 
Mean 
43.42 
48.92 
22.78 
25.25 
SD 
6.51 
9.02 
1.61 
2.83 
t value 
2.76 
9.24 
Level of 
Significance 
.01 
.01 
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Results revealed from table 14 show that the mean scores on 
depersonalization and hopelessness of individuals living in joint family 
having high social intimacy differ significantly from the mean score on 
depersonalization of joint family individuals having low social intimacy. 
Those having high social intimacy score significantly less on both 
depersonalization and hopelessness. 
Research questions number sixteen and seventeen are : 
*Do individuals living in joint family having high 
religiosity differ from those living in joint j'amily 
having low religiosity on depersonalization. 
*Do individuals living in joint family having high 
religiosity differ from those living in joint j'amily 
having low religiosity on hopelessness. 
TABLE-15 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST 
HIGH AND LOW RELIGIOSITY GROUP IN JOINT FAMILY 
SUBJECTS 
Group 
High 
religious 
Low 
religious 
High 
religious 
Low 
religious 
Variable 
Depersona-
lization 
Hopelessness 
N 
27 
29 
27 
29 
Mean 
44.92 
50.06 
23.29 
24.62 
SD 
8.13 
8.51 
2.19 
2.70 
t value 
2.31 
2.00 
Level of 
Significance 
.05 
.05 
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It can be seen that there is a significant difference between the 
individuals having high religiosity living in joint family system and those 
having low religiosity living in joint family system in both feelings of 
depersonalization and hopelessness. Those who are high on religiosity 
score significantly less on depersonalization and hopelessness. 
Research question number 18 and 19 deals with: 
*Do individuals living in nuclear family having 
high social intimacy differ from those living in 
nuclear family having Ion' social intimacy on 
depersonalization. 
*Do individuals living in nuclear family having 
high social intimacy differ from those living in 
nuclear family having low social intimacy on 
hopelessness. 
TABLE-16 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST 
HIGH AND LOW SOCIAL INTIMACY GROUP IN NUCLEAR 
FAMILY SUBJECTS. 
Group 
High social 
intimacy 
Low social 
intimacy 
High social 
intimacy 
Low social 
intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
17 
25 
17 
25 
Mean 
47.64 
47.68 
23.47 
24.52 
SD 
10.48 
6.79 
3.18 
3.56 
t value 
0.01 
0.98 
Level of 
Significance 
Non-significant 
Non-significant 
The above table shows that individuals living in nuclear family 
having high social intimacy do not differ either on depersonalization or 
hopelessness from those having low social intimacy living in nuclear 
family. 
Research questions number 20 and 21 state : 
*Do individuals living in nuclear family having 
high religiosity differ from those living in nuclear 
family having low religiosity on depersonalization. 
*Do individuals living in nuclear family having 
high religiosity differ from those living in nuclear 
family having low religiosity on hopelessness. 
TABLE-17 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST 
HIGH AND LOW RELIGIOSITY GROUP IN JOINT FAMILY 
SUBJECTS 
Group 
High 
religious 
Low 
religious 
High 
religious 
Low 
religious 
Variable 
Depersona-
lization 
Hopelessness 
N 
23 
23 
23 
23 
Mean 
45.48 
48.09 
23.74 
24.09 
SD 
8.75 
7.96 
3.57 
3.25 
t value 
1.06 
0.35 
Level of 
Significance 
Non-significant 
Non-significant 
Results obtained from table 17 show that the two religiosity 
groups do not differ on depersonalization and hopelessness. 
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Our next research question no. 22 deals with gender difference and 
states : 
Do females and males differ on the various 
dimensions being studied 
t) Social Intimacy 
a) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
TABLE-18 
SHOWING SCORES ON VARIOUS DIMENSIONS IN TERMS OF 
GENDER (FEMALE AND MALE) 
Group 
Female 
Male 
Female' 
Male 
Female 
Male 
Female 
Male 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
66 
84 
66 
84 
66 
84 
66 
84 
Mean 
134.04 
127.01 
170.90 
172.83 
45.84 
46.90 
23.80 
23.98 
SD 
17,85 
20.49 
19.93 
23.63 
7.87 
7.87 
2.95 
3.03 
t value 
2.21 
.54 
0.81 
0.37 
Level of 
Significance 
.05 
Non-significant 
Non-significant 
Non-significant 
From the above table we see that females and males do not differ 
in terms of religiosity, depersonalization and hopelessness. 
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Only for social intimacy we find a significant difference 
between males and females, the females scoring significantly higher on 
social intimacy. 
Research question no. 23 states : 
Do females belonging to prolonged stress area differ 
front females belonging to non-prolonged stress area on 
the various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
TABLE-19 
SHOWING SCORES ON VARIOUS DIMENSIONS OF FEMALE 
SUBJECTS LIVING UNDER DIFFERENT STRESS CONDITIONS 
Group 
PSC Female 
NPSC Female 
PSC Female 
NPSC Female 
PSC Female 
NPSC Female 
PSC Female 
NPSC Female 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
24 
42 
24 
42 
24 
42 
24 
42 
Mean 
127.20 
137.95 
173.08 
169.66 
47.91 
44.66 
25.42 
22.88 
SD 
15.88 
20.81 
25.27 
6.84 
8.19 
3.41 
2.22 
t value 
2.44 
.56 
1.63 
3.66 
Level of 
Significance 
.05 
Non-significant 
Non-significant 
.01 
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Table 19 shows that mean scores of religiosity for the females 
living in prolonged stress conditions (PSC) are not significantly different 
from the mean scores of religiosity of the females belonging to non-
prolonged stress conditions (NPSC) so there is no difference. The same 
applies for depersonalization. 
However, for social intimacy and hopelessness a significant 
difference is noted. We find that females living in PSC are significantly 
lower on social intimacy than those in NPSC. 
The mean score on hopelessness obtained for the PSC females 
and NPSC females show that females of PSC have higher mean scores for 
hopelessness than NPSC females. 
The research question no. 24 states : 
Do males belonging to prolonged stress area differ from 
males belonging to non-prolonged stress area on the 
various dimensions being studied. 
i) Social Intimacy 
ii) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
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TABLE-20 
SHOWING SCORES ON VARIOUS DIMENSIONS OF MALE 
SUBJECTS LIVING UNDER DIFFERENT STRESS CONDITIONS 
Group 
PSC Male 
NPSC Male 
PSC Male 
NPSC Male 
PSC Male 
NPSC Male 
PSC Male 
NPSC Male 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
51 
24 
51 
24 
51 
24 
51 
24 
Mean 
126.31 
127.20 
172.62 
173.08 
48.00 
47.91 
24.58 
25.41 
SD 
21.69 
19.36 
20.40 
20.81 
9.06 
6.98 
3.22 
3.41 
t value 
.17 
,09 
0.04 
1.02 
Level of 
Significance 
Non-significant 
Non-significant 
Non-significant 
Non-significant 
On the basis of results cited above we may conclude that males 
living under PSC and NPSC do not differ on any of the four dimensions viz. 
religiosity, social intimacy, depersonalization and hopelessness. 
Research questions 25 and 26 are : 
*Do females having high social intimacy differ from 
females having low social intimacy on 
depersonalization. 
*Do females having high social intimacy differ from 
females having low social intimacy on hopelessness. 
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TABLE-21 
SHOWING SCORES ON VARIOUS DIMENSIONS IN HIGH AND LOW 
SOCIAL INTIMACY FEMALE SUBJECTS 
Group 
Females high 
social intimacy 
Females low 
social intimacy 
Females high 
social intimacy 
Females low 
social intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
25 
18 
25 
18 
Mean 
44.44 
47.94 
23.00 
24.83 
SD 
8.81 
7.60 
2.03 
3.79 
t value 
1.36 
2.03 
Level of 
Significance 
Non-significant 
.05 
Females having high social intimacy and those having low social 
intimacy do not differ significantly on depersonalization. However they 
differ on hopelessness, the low social intimacy group being significantly 
higher on hopelessness. 
Research questions namely 27 and 28, results of which can be seen from 
table 22 are : 
*Do males having high social intimacy differ from 
males having low social intimacy on 
depersonalization. 
*Do males having high social intimacy differ from 
males having low social intimacy on hopelessness. 
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TABLE-22 
SHOWING SCORES ON VARIOUS DIMENSIONS IN HIGH AND LOW 
SOCIAL INTIMACY MALE SUBJECTS 
Group 
Males high 
social intimacy 
Males low 
social intimacy 
Males high 
social intimacy 
Males low 
social intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
25 
35 
25 
35 
Mean 
45.28 
48.54 
23.04 
24.94 
SD 
7.76 
8.29 
2.47 
2,89 
t value 
1.54 
2.67 
Level of 
Significance 
Non-significant 
.01 
Mean scores obtained show that no significant difference exists 
for depersonalization in males whether they are having high or low social 
intimacy. However, we observe that males high on social intimacy are 
significantly lower on hopelessness than males low on social intimacy. 
It may be concluded from the table 21 and 22 that social intimacy 
plays a role vis-a-vis hopelessness. Both males and females high in social 
intimacy score significantly lower on hopelessness than low social intimacy 
subjects. 
Next research questions namely 29th and 30th states : 
*Do females having high religiosity differ from 
females having low religiosity on depersonalization. 
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*Do females having high religiosity differ froni 
females having low religiosity on hopelessness. 
TABLE-23 
SHOWING SCORES ON VARIOUS DIMENSIONS IN HIGH AND LOW 
RELIGIOSITY FEMALE SUBJECTS 
Group 
Females high 
Religious 
Females low 
Religious 
Females high 
Religious 
Females low 
Religious 
Variables 
Depersona-
lization 
Hopelessness 
N 
21 
25 
21 
25 
Mean 
46.71 
45.60 
23.62 
23.68 
SD 
9.44 
7.13 
3.40 
2.69 
t value 
.46 
0.07 
Level of 
Signincance 
Non-significant 
Non-significant 
From the table 23 we can conclude that females high on religiosity 
and females low on religiosity do not differ either on depersonalization and 
hopelessness 
The research questions namely 31 and 32 results of which can be seen in 
table 24 : 
*Do males having high religiosity differ from males 
having low religiosity on depersonalization. 
*Do males having high religiosity differ from males 
having low religiosity on hopelessness. 
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TABLE-24 
SHOWING SCORES ON VARIOUS DIMENSIONS IN HIGH AND LOW 
RELIGIOSITY MALE SUBJECTS 
Group 
Males high 
Religious 
Males low 
Religious 
Males high 
Religious 
Males low 
Religious 
Variable 
Depersona-
lization 
Hopelessness 
N 
29 
27 
29 
27 
Mean 
44.07 
52.52 
23.41 
25.04 
SD 
7.42 
7.92 
2.51 
3.06 
t value 
4.12 
2.18 
Level of 
Significance 
.01 
.05 
The results obtained indicate that the high religious males score 
lower on depersonalization and hopelessness than males who are low on 
religiosity. The moderating and buffering effect of religiosity appears to be 
effective for males. 
The next research question viz. (no.33) deals with : 
Do subjects belonging to group 1 (18-35 yrs) and 
group 2 (36-65 yrs) differ on the various dimensions 
being studied. 
i) Social Intimacy 
ii) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
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TABLE-25 
SHOWING SCORES ON VARIOUS DIMENSIONS IN AGE 
GROUP 1 (18-35) AND AGE GROUP 2 (36-65) 
Age Group 
Group 1 
Group 2 
Group 1 
Group 2 
Group 1 
Group 2 
Group 1 
Group 2 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
96 
54 
96 
54 
96 
54 
96 
54 
Mean 
130.23 
129.87 
169.79 
175.88 
46.46 
46.38 
23.83 
24.03 
SD 
20.09 
18.95 
19.66 
24.34 
7.52 
8.65 
3.01 
2.97 
t value 
.11 
1.57 
0,61 
0.40 
Level of 
Significance 
Non-significant 
Non-significant 
Non-significant 
Non-significant 
From the above table we find that age group 1 and age group 2 
individuals do not show any significant difference on the various 
dimensions being studied viz. social intimacy, religiosity, 
depersonalization and hopelessness. 
Research question no. 34 states : 
Do age group 1 individuals belonging to prolonged 
stress conditions differ from age group I individuals 
belonging to non-prolonged stress on various 
dimensions being studied. 
10] 
i) Social Intimacy 
a) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
TABLE-26 
SHOWING SCORES ON VARIOUS DIMENSIONS OF GROUP 1 (18-
35) LIVING UNDER DIFFERENT STRESS CONDITIONS. 
Group 
Age Group 1 
PSC 
Age Group 1 
NPSC 
Age Group 1 
PSC 
Age Group 1 
NPSC 
Age Group 1 
PSC 
Age Group 1 
NPSC 
Age Group 1 
PSC 
Age Group 1 
NPSC 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
50 
46 
50 
46 
50 
46 
50 
46 
Mean 
125.98 
134.86 
171.22 
168.23 
47.7 
45.13 
24.58 
23.02 
SD 
20.53 
18.74 
20.43 
18.89 
8.26 
6.44 
3,45 
2.20 
t value 
2.21 
0.74 
1.71 
2.61 
Level of 
Significance 
.05 
Non-significant 
Non-significant 
.01 
Results obtained from table no. 26 show that age group 1 
individuals belonging to prolonged stress conditions show a significant 
difference when compared to age group 1 belonging to NPSC on social 
intimacy and hopelessness. Those belonging to non-prolonged stress 
conditions score higher on social intimacy than same age group subjects 
living in PSC. Results obtained on hopelessness reveal that age group 1 
belonging to prolonged stress conditions show higher scores on 
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hopelessness than those of the same age group belonging to non-prolonged 
stress conditions. No significant difference is obtained on the mean scores 
of religiosity and depersonalization. 
Research question number 35 states : 
Do age group 2 individuals living in prolonged stress 
conditions differ from age group 2 individuals living 
in non-prolonged stress on various dimensions being 
studied. 
i) Social Intimacy 
ii) Religiosity 
Hi) Depersonalization 
iv) Hopelessness 
TABLE-27 
SHOWING SCORES ON VARIOUS DIMENSIONS OF GROUP 2 (36-
65) LIVING UNDER DIFFERENT STRESS CONDITIONS. 
Group 
Age Group 2 
PSC 
Age Group 2 
NPSC 
Age Group 2 
PSC 
Age Group 2 
NPSC 
Age Group 2 
PSC 
Age Group 2 
NPSC 
Age Group 2 
PSC 
Age Group 2 
NPSC 
Variable 
Social 
Intimacy 
Religiosity 
Depersona-
lization 
Hopelessness 
N 
25 
29 
25 
29 
25 
29 
25 
29 
fc 
Mean 
127.84 
131.62 
175.88 
175.89 
48.52 
44.55 
25.40 
22.86 
SD 
21.84 
16.26 
20.37 
27.67 
8.81 
8.22 
2.88 
2.56 
t value 
0.73 
0.00 
1.71 
3.42 
Level of 
Signiflcance 
Non-significant 
• 
Non-significant 
Non-significant 
.01 
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From the above table no. 27 we find that there is no significant 
difference among the age group 2 living in prolonged and non "prolonged 
stress conditions on the dimensions of social intimacy, religiosity and 
depersonalization, while on hopelessness we see that age group 2 
belonging to prolonged stress condition show a significant difference 
from the scores obtained from age group 2 belonging to non-prolonged 
stress condition i.e. age group 2 belonging to PSC show higher scores on 
hopelessness than those living in NPSC. 
Research questions namely 36 and 37 deal with : 
*Do age group I individuals having high social 
intimacy differ from age group 1 individuals having 
low social intimacy on depersonalization. 
*Do age group 1 individuals living high social 
intimacy differ from age group J individuals having 
low social intimacy on hopelessness. 
TABLE-28 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST AGE 
GROUP 1 (18-35) SUBJECTS ON HIGH AND LOW SOCIAL 
INTIMACY 
Group 
High social 
intimacy 
Low social 
intimacy 
High social 
intimacy 
Low social 
intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
33 
37 
33 
37 
Mean 
43.21 
49.72 
22.57 
24.70 
SD 
6.33 
7.83 
1.82 
3.17 
t value 
3.80 
3.39 
Level of 
Significance 
.01 
.01 
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Table 28 reveals that there is a significant difference in the mean 
scores obtained on depersonalization of age group 1 individuals having high 
social intimacy and age group 1 individuals having low social intimacy. 
Those having high social intimacy are less depersonalized than those having 
low social intimacy. Similar results were seen in terms of hopelessness. 
Group! individuals having high social intimacy differ significantly from 
those age group 1 individuals having low social intimacy. High social 
intimacy subjects show low scores on hopelessness whereas low social 
intimacy subjects show high mean scores on hopelessness. 
Next two research questions namely 38 and 39 state : 
*Do group 1 individuals having high religiosity differ 
from group 1 individuals having low religiosity on 
depersonalization. 
*Do group 1 individuals having high religiosity differ 
from group 1 individuals having low religiosity on 
hopelessness. 
TABLE-29 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST AGE 
GROUP 1 (18-35) SUBJECTS ON HIGH AND LOW RELIGIOSITY 
Group 
High Religious 
Low Religious 
High Religious 
Low Religious 
Variable 
Depersona-
lization 
Hopelessness 
N 
26 
38 
26 
38 
Mean 
46.00 
48.44 
23.15 
24.23 
SD 
7.96 
7.80 
2.83 
2.91 
t value 
1.22 
1.47 
Level of 
Significance 
Non-significant 
Non-significant 
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Results obtained from the above table show that there is no 
significant difference among the age group 1 individuals having high and low 
religiosity either on depersonalization or the mean scores obtained on 
hopelessness. 
Research question no. 40 and 41 deals with : 
*Do age group 2 individuals having high social 
intimacy differ from age group 2 individuals having 
low social intimacy on depersonalization. 
*Do age group 2 individuals having high social 
intimacy differ from age group 2 individuals having 
low social intimacy on Hopelessness. 
TABLE-30 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST AGE 
GROUP 2 (36-65) SUBJECTS ON HIGH AND LOW SOCIAL 
INTIMACY 
Group 
High social 
intimacy 
Low social 
intimacy 
High social 
intimacy 
Low social 
intimacy 
Variable 
Depersona-
lization 
Hopelessness 
N 
17 
16 
17 
16 
Mean 
48.05 
45.12 
23.88 
25.37 
SD 
10.52 
7.65 
2.8 
3.28 
t value 
.91 
1.41 
Level of 
Significance 
Non-significant 
Non-significant 
From table 30 we find that individuals belonging to age group 2 
having high or low social intimacy do not differ significantly on any of 
the two dimensions namely depersonalization and hopelessness. This shows 
that social intimacy does not buffer the effect of depersonalization or 
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hopelessness among the individuals belonging to age group (36-65). 
Last two research questions namely 42 and 43 state : 
*Do age group 2 individuals having high religiosity 
differ from age group 2 individuals having low 
religiosity on depersonalization. 
*Do age group 2 individuals having high religiosity 
differ from age group 2 individuals having low 
religiosity on Hopelessness. 
TABLE-31 
SHOWING SCORES ON VARIOUS DIMENSIONS AMONGST AGE 
GROUP 2 (36-65) SUBJECTS ON HIGH AND LOW RELIGIOSITY 
Group 
High Religious 
Low Religious 
High Religious 
Low Religious 
Variable 
Depersona-
lization 
Hopelessness 
N 
24 
14 
24 
14 
Mean 
44.29 
51.21 
23.87 
24.78 
SD 
8.80 
9.35 
2.95 
3.06 
t value 
2.28 
.90 
Level of 
Significance 
.05 
Non-significant 
Results indicate that group 2 individuals having high religiosity have 
low mean scores on depersonalization than those of age group 2 individuals 
having low religiosity. High religiosity shows an impact on 
depersonalization among the individuals belonging to age group 2 i.e. (37-
65). No significant difference is seen on the mean scores obtained on 
hopelessness. On hopelessness high religiosity does not exercise any 
influence as such. 
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A brief recapitulation of the results obtained points to the fact that 
the central contention which the researcher began with has been borne out 
in the present study. It was found that factor of living in prolonged stress 
condition leads to certain negative psychological outcomes viz. 
depersonalization and hopelessness. The results revealed that individuals 
living in prolonged stress conditions are higher in terms of 
depersonalization and hopelessness than individuals living in NPSC. The 
moderating and buffering effect of social intimacy and religiosity was also 
studied. It was found that both social intimacy and religiosity, moderated the 
effects of prolonged stress on depersonalization but not on hopelessness. 
Gender, family status also showed some difference when the two groups 
were compared on depersonalization and hopelessness. On the whole age 
was not a significant factor as far as the experience of depersonalization and 
hopelessness was concerned. 
CHAPTER - V 
D iscussion 
One of the most challenging aspects of research is interpretation 
and discussion of the results obtained. Not only does each individual 
statistic obtained have to be given meaning but the composite and 
integrated picture of the phenomena must be evolved. 
The researcher studied two groups of subjects, those that lived 
in conditions of uninterrupted high stress referred to as prolonged stress 
group and those that lived in conditions where there was no continuous 
stress, referred to as non prolonged stress group. The basic contention of 
the researcher was that prolonged stress would result in certain deep core 
changes which would be manifested in the form of depersonalization and 
hopelessness. This basic contention has been fully supported by findings 
obtained (Table 1 and 2). When we observe that the prolonged stress group 
subjects show a significantly higher score both on depersonalization and 
hopelessness, it is a reiteration of what we had anticipated. 
Our next important premise was that while prolonged stress may 
lead to behaviors like depersonalization and hopelessness, there are 
certain factors which may exercise a moderating influence. The two 
factors which we had decided to explore were social intimacy and 
religiosity. We were provoked to study these two factors because both 
theory and empirical evidence strongly suggested their' possible 
contribution. 
When subjects belonging to prolonged stress group who were 
high on religiosity were compared to subjects low on religiosity, a marked 
difference in terms of depersonalization was seen. Religiosity really 
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seemed to protect them from the experience of depersonalization and we 
found that those who were highly religious were significantly less 
depersonalized. In the same manner high social intimacy in the PSG 
resulted in low scores on depersonalization, supporting our contention 
that social intimacy moderates the effects of prolonged stress on 
depersonalization (Table 3 and Table 5). 
However, both for religiosity and social intimacy this type of 
phenomena was not observed vis-a-vis hopelessness (Table 4 and Table 6). 
There yvas no difference in the experience of hopelessness on the basis of 
religiosity or social intimacy. In this connection it would be appropriate to 
understand a major difference between depersonalization and hopelessness. 
The phenomena of depersonalization may be seen as a type of 
breakdown of certain psychological processes which keep one intact and 
unified. It is a response emanating out of the sheer impact of certain 
traumas. Hopelessness on the other hand is a behaviour or frame of mind 
which emerges in terms of active evaluations and attributions. It is to a great 
extent a well thought out position taken by the individual. We may say that 
it is more person-determined than depersonalization which is probably more 
external phenomena determined. Thus this aspect would probably be less 
affected by interventions which can exercise an influence on 
depersonalization. Therefore hopelessness may have remained unaffected by 
social intimacy and religiosity. 
Social intimacy definitely provides opportunity for catharsis and 
alleviation of stress and undoubtedly it is of great therapeutic value but it 
has not touched upon the experience of hopelessness. 
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It could also indicate that perhaps, while, social intimacy may have 
an alleviating effect at a particular level of stress experiences, the 
prolonged stress experience becomes much more internalized and therefore 
a relatively external experience like social intimacy is not able to buffer it. 
But religiosity is a much more personal experience and on the 
face of it one would have expected that it would protect from succumbing 
to hopelessness. At this point it is important to appreciate that the concept 
of religiosity is a complex concept, both practices and expressed 
behaviors together with deep belief and philosophy constitute the total 
concept of religiosity. There may be individuals who show a high score 
on religiosity but since the contribution of either of these factors may be 
more marked, a similar score may not indicate an identical position. Further 
there can be vast individual differences in the perspective within which 
religion is placed. Depending upon the vision of God which an individual 
has, there may be either a sense of reassurance which religion gives, or a 
sense of strain which people who emphasize the role of God as punisher for 
sins may have. 
Religiosity as a phenomenological concept is basically a 
subjective and personalized view of God and beliefs regarding him. All 
religions present two aspects of God - the forgiver who cherishes and 
takes care of His creation and the punisher who dispenses justice and gives 
retribution for wrongs done. Each individual may cognize both aspects but 
for some the second may be predominant which would result in a sense of 
strain and pressure rather than strength. In future studies when religiosity is 
studied as a factor, this particular aspect should be taken into consideration. 
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In a study conducted by Exline & Yali (2000), this fact is brought 
out clearly. It was found that for some subjects religion was comforting, for 
others it was strain producing. Religious strain was associated with greater 
depression and suicidality and depression was linked with religious fear and 
guilt. 
Another study conducted by Murphy and Others (2000) 
highlights the fact that religious belief but not religious behaviour is a 
significant predictor of lower levels of depression and hopelessness. 
Perhaps in our study the impact of religiosity on hopelessness may have 
been somewhat levelled out by the fact that for some subject religiosity may 
have been related to strain and for some related to comfort. 
Pincus (1997), in his study on religious communities pointed out 
that the protection which religion gives results from a coherent world 
view, an amplified sense of belonging, rest and meditation associated with 
frequent prayer. Therefore some aspects of religion which are comfort 
providing may be helpful, others may not. If studies which study 
religiosity under two separate dimensions namely belief and practice and 
God's image of comforter and punisher are conducted and each dimension 
is studied separately, we could obtain some more in depth results, which 
may be different from what we observed. 
Results obtained with regard to subjects belonging to NPSG, show 
that subjects who are not under severe prolonged stress, social intimacy was 
found to lower the feelings of hopelessness. Thus, the experience of 
depersonalization and hopelessness were occurring to a very limited degree 
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in the NPSG. Perhaps, no protective buffer was needed and the scores for 
both groups remained the same. 
We studied subjects belonging to nuclear and joint family systems 
on the various dimensions. Since nuclear and joint family conditions 
drastically differ in terms of inputs received by the individual, in the joint 
family system inputs would be from a greater age-difference range, a 
greater social-distance range than nuclear family structure, it was visualized 
that differences may be observed. We found a different pattern of 
configuration in the two family systems. 
We found that subjects living in the nuclear family systems do 
not show the influence of social intimacy and religiosity on the 
experience of depersonalization and hopelessness. In the joint family 
system however, it was observed that the subjects who were high on 
religiosity were much lower on both depersonalization and hopelessness 
than counter parts who were low on religiosity. In the same manner social 
intimacy also operated to lower the experience of depersonalization and 
hopelessness. 
Nuclear families are definitely well knit families with immediate 
close family members living in proximity. However, the number of persons 
is limited, joint families on the other hand have a larger spectrum in terms 
of people with different personalities and affinities, thus increasing chances 
of more compatible target person for expressions. The warmth and safety of 
numbers is also an important asset in situations like that in Kashmir. 
Religiosity is also an attribute which older members of the family hand out 
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to the younger members. Chances of this are much greater in the joint 
family system. Furthermore not only imbibing of religiosity but learning the 
significance of religiosity is also greater when the older age group is a 
source of learning. Therefore religiosity was more likely to be a moderating 
and buffering factor in joint family than nuclear family. In terms of social 
intimacy also a similar buffering effect was observed. As pointed out earlier 
the quality and extensiveness of social relationships is much richer in the 
joint family scenario than in the nuclear family. In the nuclear family 
situation it is adults with direct and immediate responsibility of nurturance 
that constitute this family system and with the business of struggling in life, 
relationships between members may be deep but limited in frequency of 
occurrence. In the joint family on the other hand opportunities of 
expression are much greater because certain figures symbolizing great trust, 
warmth and security, such as parents, grandparents are always there as 
confidantes and persons with whom catharsis and opening can be done at all 
times. Thus our basic premise of social intimacy and religiosity being 
moderators of prolonged stress is borne out by information obtained from 
joint family system. Further perusal of this data also suggests to us that 
perhaps not merely social intimacy but quality and frequency of interaction 
should also be taken into consideration. 
Gender is an important variable which determines our behaviour 
on many aspects. Some gender differences are the outcome of role 
learning, societal expectations and some may be differences accruing from 
intrinsic differences between male and female. When we observe the results 
obtained by us in terms of intra gender comparisons in PSC and NPSC, we 
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see that males living in PSC do not differ from males living in NPSC on 
either depersonalization or hopelessness. In terms of religiosity and social 
intimacy also both the groups fall on the same position. However, from 
table 18 we observe that males and females do not differ from each other 
on religiosity, depersonalization and hopelessness, only on social intimacy 
females have a significantly higher score than males. Thus in fhe overall 
sample differences in terms of gender exist only on social intimacy, 
females scoring higher but by and large gender is not an important variable. 
The fact that gender differences were not seen to exist is also an 
important finding because it contradicts the popular presumption that males 
and females are bound to differ on various behavioural dimensions. With the 
passage of time and with men and women having similar opportunities, a 
large number of differences are being levelled out. Only intrinsic 
differences based upon actual physiological and psychological differences 
in the make up of the two genders are really operative. Thus social intimacy 
which reflects the desire and ability to share, open up and confide may be a 
distinctive feature of the female. The intra gender comparison of females 
PSC and NPSC reflects differences in social intimacy and hopelessness 
indicative of the fact the prolonged stress condition reduces social intimacy 
amongst females and increases their sense of hopelessness. This difference 
was not seen amongst males. We may venture to state that under prolonged 
stress conditions the females may react slightly differently, although in the 
overall analysis the gender difference is not operative. However, when high 
& low religiosity males were compared we found that both on 
depersonalization and hopelessness the high religiosity males were 
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significantly lower i.e. religion was a moderating factor for prolonged 
stress impact studied as depersonalization and hopelessness. 
On the other hand this phenomena was not observed amongst high 
social intimacy male subjects in the same way. Social intimacy had no 
effect on depersonalization, both high and low social intimacy (male) 
groups showing similar scores on depersonalization. However the high 
social intimacy group was significantly low on hopelessness as compared to 
the low social intimacy group. Females with high social intimacy also show 
lower scores on hopelessness as compared to low social intimacy females. 
Thus for both men and women social intimacy is a buffering factor for the 
experience of hopelessness. This result is in conformity with studies 
carried out by Grant (2000). He examined individual (coping strategies) and 
family (parent-child relationship) involvement variables as potential 
protective factors. Results indicated that a positive relationship with 
parents (an important kind of social support) buffered the effects of stress 
on externalizing symptoms for both males and females. 
While the impact of social intimacy on hopelessness was same for 
both males and females, we find that in terms of religiosity there is a 
marked gender difference. As stated earlier religiosity exercised a buffering 
effect on both depersonalization and hopelessness amongst males, 
religiosity had no such effect on females. This is an interesting observation 
because one commonly associates religious activities, greater dependence 
upon and acceptance of God's will and the fate. He has decreed amongst 
females rather than males. 
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It is possible that the component of religion which the women in 
our sample who were not as highly educated as men, had acquired was to a 
greater extent the rites and practices rather than a philosophy. It should also 
be pointed out that it is a common stereotype to associate women with a 
type of frailty which compels her to look up to a superior omnipotent power 
for succourance, and the male with strength and thus a relative 
independence. Recalling the theoretical model of Jung which talks of the 
anima, animus archetypes we feel tempted to point out that the male psyche 
also has a female component, therefore, this characteristic of looking up 
to a higher power can be a male behaviour as much as a female behaviour. 
Different age groups represent a different stage of development, 
vaiying amounts and types of experiences in life, differing perspectives 
and expectations for the future. What is chronological difference in terms 
of years is psychologically a difference in psychosocial situations and 
perceptions. Many studies have indicated that age is one of the factors that 
may influence the effect of stress on the individual. One of the studies 
carried out by Nussbaum and Goreczny (1995) investigated the influence of 
personality variables of individuals reactions to stress. Results illustrated 
that there was a negative relationship between age and subjective level of 
stress. It was for this reason that this variable was selected for study. 
It was natural to expect that the younger and the older people 
would manifest some difference in terms of where they stood on these 
variables and the type of difference that would be seen. It was however 
observed that the younger and older age groups did not differ at all in terms 
of any of the variable under study. Jn both the age groups absolutely no 
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difference was observed in depersonalization and hopelessness and even in 
terms of the moderating factors namely social intimacy and religiosity 
there was no difference. The results obtained by us however, indicate that 
the impact of prolonged stress was similar across all ages. This is an 
interesting observation and is perhaps indicative of the fact that an extended 
period of stress gives rise to some behaviors amongst individuals of all 
ages. 
When the two age groups were compared in terms of PSC and 
NPSC there were some differences which strengthened one aspect of our 
basic finding namely that those experiencing prolonged stress are higher on 
hopelessness than the non-prolonged stress group. On depersonalization 
however, there was no significant difference. It appears that the impact of 
prolonged stress runs through all age groups in a similar manner. The 
manner in which it operates on the psyche is not dependent upon age related 
differences. 
The interesting observation which is apparent from results of age 
comparison is that age per se is not a condition which influences the 
phenomena under study. 
As in the total sample, Stress condition influences hopelessness 
in the two age group. In both age groups subjects living under prolonged 
stress conditions are higher on hopelessness than those living under non-
prolonged stress condition. In the general sample when the two groups were 
studied merely in terms of age without emphasis on stress condition no 
difference was seen in them on hopelessness. The impact of the buffer 
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variables on hopelessness can also be observed in the younger age group 
where high social intimacy shows a low score on hopelessness. By and 
large, age did not emerge as a significant variable exercising influence on 
prolonged stress. True, there are a large number of factors which are 
influenced by age. Our experiences in life mature us and make us more 
realistic - coping with everyday problems, managing social interactions, 
planning for the future are all aspects for which age may definitely play a 
role. But suppose a devastating occurrence like earthquake or nuclear 
explosion occurs, it is likely to shake people of all ages almost equally, 
within variations existing as individual difference. In the same' manner a 
situation of prolonged stress is a gnawing, erosive phenomena which breaks 
down all who experience it. The vulnerabilities and the defenses function 
within similar limits for all persons irrespective of age. 
For the human being who has potential to grow, to achieve and 
to contribute to human society factors like prolonged stress which retard 
and inhibit positive growth are unfortunate. Except for victims of natural 
disasters and a few personal cases of uninterrupted trauma, the majority 
have a political and historical basis. Alleviation of this aspect is not in 
the hand of the social scientist but identifying phenomena which are able 
to minimize the trauma and contribute to management of the situation would 
be a considerable contribution. This was the intention of the present 
researcher to try and identify factors which can help to encourage healthy 
practices and strategies so that the core psychic systems of the individual 
does not break down and is able to cope physically as well as 
psychologically. 
We have been able to empirically demonstrate two important 
variables namely social intimacy and religiosity which exercise a 
protective influence on the individual and reduce depersonalization, for 
feelings of hopelessness the buffering effect was not unequivocally evident. 
Ever more important is the fact that both these factors can be enhanced by 
application and practice, therefore they can be used as active interventions. 
The investigator is conscious of limitations in the work done. 
Individual research must necessarily be very limited in terms of scope and 
size of sample. Therefore it is important that more work in the area should 
be undertaken to ensure that information which will help us to make 
statements more convincingly is obtained. 
Hindsight is always more wise than foresight. When a 
researcher begins work, it is within a frame work of conjectures, but by 
the time the work is done many aspects which would have made the work 
more informative have come to the mind of the investigator. Since research 
is a continuous process some suggestions for further research are being 
given to be guiding factors both for the present researcher and for other. 
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SUGGESTIONS FOR FURTHER RESEARCH 
The first important point that strikes the researcher is in terms of 
methodology. It is felt that for a study of this nature, not merely scores of 
the subject on various dimensions are important but more informative 
would be an insight into his phenomenological world, the meaning which he 
assigns to the stress and trauma being experienced. In the domain of 
psychology, it is being appreciated more and more that analysis which brings 
out the phenomenological world view of the individual, the processes which 
are involved in a particular outcome should be studied rather than forming 
conclusions merely on the basis of a quantitative score. Quantification is 
necessary for systematic and scientific analysis but if we proceed from the 
qualitative towards quantitative it would be more informative and 
appropriate. Therefore it is suggested that study on a smaller sample 
conducted with an idiographic bias which would make available the 
individuals' views and feelings expressed in narrative forms, together with 
interview which would expound and clarify, should be undertaken. After the 
conduct of this research, the investigator felt curious to study in an indepth 
fashion, individuals who showed maximum depersonalization and minimum 
depersonalization within prolonged stress conditions. In terms of 
hopelessness too, there was a desire to know more about those having 
extreme scores on hopelessness. Since it was not practicable to reapproach 
subjects at this juncture for getting detailed information, the researcher 
strongly feels that the constructivist approach should be used in studying of 
the phenomena, atleast it should form an important component of the total 
strategy. 
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The second important feature which needs to be looked at in a new 
perspective is the factor of religiosity. The individual's concept of God as 
Nuturer or Punisher, the concept of religiosity as a philosophy (beliefs) or 
as rituals (practices) needs to be demarcated and studied separately. Perhaps 
this would automatically be taken care of if the study is done with a 
constructivist bias. Our contention that the concept of social intimacy 
should be supplemented with concept of quality and frequency of 
interactions will also be incorporated in the scheme of things through the 
narrative, interview and qualitative approach. 
Studies which explore into the human being's unique, dynamic 
psychosocial repertoires are a methodological challenge. To study such 
personalised phenomena within the restrictions and dictates of science is 
not an easy task but still the psychologist must continue in this endeavour. 
What can be more important than discovering strengths within ourselves, 
qualities within us that can counter the ill effects of events which are 
beyond control. It gives hope to human existence and if this study can 
contribute an iota of optimism to human suffering, it will have fulfilled its 
purpose. 
Summary 
The topic of the present research investigation is "Social intimacy 
and religiosity as moderators of the psychological impact of prolonged 
stress". The damage which accrues both at the physical and psychological 
level as a consequence of stress is well understood and we find 
contemporary psychological research focusing itself in a very committed 
way towards understanding stress. The problem becomes more grave if 
stress is uninterrupted and human beings have to suffer stress for a 
prolonged period of time. Situations of prolonged stress are likely to cause 
deep psychological damage perhaps even at the level of core psychological 
structures. 
Depersonalization and hopelessness were hypothesized' to be two 
important consequences of prolonged stress. Depersonalization is a 
condition in which the person's perception or the experience of the self is 
disconcertingly and disruptively altered. Hopelessness refers to a feeling 
of irretrievable helplessness, it is a concept which conceives of a state 
which is beyond helplessness. It was further conjectured that certain 
characteristics within the individual may protect him/her from the impact 
of prolonged stress. On the basis of empirical evidence and theoretical 
feasibility, social intimacy and religiosity were identified as the two 
moderator variables that could buffer the impact of prolonged. 
In order to study certain behaviour in prolonged stress condition 
it was necessary to have for study two levels of the variable, that is, a 
condition of prolonged stress and a condition of non-prolonged stress. 
Since this variable can not be actively manipulated, it was manipulated 
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by selection. The investigator selected two areas of Kashmir for study -
prolonged stress area and non-prolonged stress area. 
The prolonged stress zone was identified in terms of area having 
unabat€d insurgencies for the last twelve years whereas areas in which 
there were lesser, sporadic or occasional incidents was selected as the 
non-prolonged stress zone. Individuals residing in the firS't type of 
localities constituted the sample of subjects exposed to consequences of 
prolonged stress and others not subjected to prolonged stress. 
Thirteen research questions were formulated. Questions relating to 
gender, family system and age had subquestions in terms of groups under 
each variable. 
The sample of the present study consists of 150 subjects, 75 drawn 
from the prolonged stress area and 75 from non-prolonged stress area. 
Purposive sampling was utilized to draw out the sample. Social intimacy was 
measured by social intimacy scale developed by Miller and Lefcourt in 
1982. Religiosity scale developed by Deka and Broota (1985) was 
administered to assess religiosity. To measure depersonalization, no 
appropriate scale was available, therefore the investigator developed a 
questionnaire type measure, using the rational-theoretical approach. 
Hopelessness was measured through scale prepared by Beck and his 
colleagues (1974). 
The questionnaires were administered individually in two or thr 
sittings depending upon time which subjects could spare at a particul 
ee 
ar 
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moment, t-test was used to test the significance of difference between 
means. 
A brief recapitulation of the results obtained points to the fact 
that the central contention which the researcher began with has been 
borne out in the present study. It was found that factor of living in 
prolonged stress condition leads to certain negative psychological 
outcomes viz. depersonalization and hopelessness. The results revealed 
that individuals living in prolonged stress conditions are higher in terms 
of depersonalization and hopelessness than individuals living* in NPSC. 
The moderating and buffering effect of social intimacy and religiosity was 
also studied. It was found that both social intimacy and religiosity, 
moderated the effects of prolonged stress on depersonalization but not on 
hopelessness. Gender, family status also showed some difference when 
the two groups were compared on depersonalization and hopelessness. On 
the whole age was not a significant factor as far as the experience of 
depersonalization and hopelessness was concerned. 
On the basis of experience obtained by the researcher during the 
work done, it is suggested that studies in which the phenomenological world 
of the individual is explored, the meaning which he assigns to the stress and 
trauma being experienced is understood, should be undertaken. The 
constructivist approach would contribute immensely to understanding of the 
phenomena. 
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Appendices 
INSTRUCTIONS : 
Below are given certain statements which reflect the degree of 
intimacy or closeness which we may feel towards others. You are required 
to describe your relationship with any family member or friend whom you 
consider closest to you vis-a-vis the statements given below. Please read 
each statement carefully and encircle one of the ten numbers given under 
the three categories which you feel expresses your relationship most 
adequately. 
Very Some of Almost 
Rarely the time Always 
1. When you have leisure time how 
often do you choose to spend it 
with him/her? 1 2 3 4 5 6 7 8 9 10 
2. How often do you keep very personal 
information to yourself and do not 
share it with him/her? 1 2 3 4 5 6 7 8 9 10 
3. How often do you show him/her 
affection? 1 2 3 4 5 6 7 8 9 10 
4. How often do you confide very 
personal information to him/her? 1 2 3 4 5 6 7 8 9 1 0 
5. How often are you able to understand 
his/her feelings? 1 2 3 4 5 6 7 8 9 1 0 
6. How often do you feel close 
to him/her? 
1. How much time do you like to 
spend with him/her? 
2. How much do you feel like being 
encouraging and supportive to 
him/her when he/she is unhappy? 
1 2 3 4 5 6 7 8 9 10 
Not Much A Little A great Deal 
1 2 3 4 5 6 7 8 9 10 
12 3 4 5 6 7 - 8 9 10 
3. How close do you feel to him/her 
most of the time? 1 2 3 4 5 6 7 8 9 1 0 
4. How important is it to you to listen to 
his/her very personal disclosures? 1 2 3 4 5 6 7 8 9 1 0 
5. How satisfying is your relationship 
with him/her? 1 2 3 4 5 6 7 8 9 1 0 
6. How affectionate do you feel 
towards him/her? 1 2 3 4 5 6 7 8 9 1 0 
7. How important is it to you that 
he/she understands your feelings? 1 2 3 4 5 6 7 8 9 1 0 
8. How much damage is caused by a 
typical disagreement in your 
relationship with him/her? 1 2 3 4 5 6 7 8 9 1 0 
9. How important is it to you that he/she 
is encouraging and supportive to you 
when you are unhappy? 1 2 3 4 5 6 7 8 9 1 0 
10. How important is it to you that 
he/she show you affection? 1 2 3 4 5 6 7 8 9 1 0 
11. How important is your relationship 
with him/her in your life? 1 2 3 4 5 6 7 8 9 1 0 
Name : Se^ . 
^^^ • Education : 
Occupation : . Income : 
Number of Children: Type of Family 
Length of the time for 
which a person is known : 
(spouse/friend) 
Ill 
INSTRUCTIONS : 
Each one of us has his/her own personal view about God and other 
religious matters. Below are given some statements which express opinions 
on various aspects of this issue. Please read each statement carefully and 
give your opinion by putting a tick mark (^) under any one of the five 
columns. 
S.No. Statement Strongly Agree Undec Dis Strongly 
Agree ided agree Disagree 
1. Heaven and hell do not exist. 
These are creations of the mind. ( ) ( ) ( ) ( ) ( ) 
2. A good man is one who has 
complete faith in God. ( ) ( ) ( ) ( ) ( ) 
3. The evolution of the universe 
is a scientific fact it was not 
a creation of God. ( ) ( ) ( ) ( ) ( ) 
4. The miracles/events reported by 
the Gurus/Prophets/Messengers 
are the absolute truth, only man 
fails to recognise them. ( ) ( ) ( ) ( ) ( ) 
5. It is necessary to believe and 
follow ones religious faith or the 
other, in order to live a good life.( ) ( ) ( ) ( ) ( ) 
6. People who strive for the good 
of all being need no religion. ( ) ( ) ( ) ( ) ( ) 
7. The soul is immortal and 
belongs to God. ' ( ) ( ) ( ) ( ) ( ) 
8. Everyone's destiny/fate is 
in God's hand. 
9. Religious books are merely 
good literature they have no 
other significance. 
( ) ( ) ( ) ( ) ( ) 
( ) ( ) ( ) ( ) ( ) 
IV 
10. God is the creator and giver 
therefore one's life should be 
guided in accordance with 
Gods plan. ( ) ( ) ( ) ( ) ( ) 
11. God created the universe 
for a specific purpose. ( ) ( ) ( ) ( ) ( ) 
12. Deep faith in God helps one 
to overcome all crises. ( ) ( ) ( ) ( ) ( ) 
13. The crises and problems of 
life are God's way to test 
the faith of man. ( ) ( ) ( ) ( ) ( ) 
14. Unquestioning acceptance of 
the written word has made 
man a slave of tradition. ( ) ( ) ( ) ( ) ( ) 
15. Its important to pray to God 
in the way prescribed in ones 
religious faith. ( ) ( ) ( ) ( ) ( ) 
16. Every person should have deep 
faith in some super natural 
force higher than oneself, 
whose decisions one 
should not question. ( ) ( ) ( ) ( ) ( ) 
17. A pious and God fearing person 
will go to heaven. ( ) ( ) ( ) ( ) ( ) 
18. A man without a religion is like 
a student without a teacher. ( ) ( ) ( ) ( ) ( ) 
19. There is a supreme being or God 
who controls the destiny of man. ( ) ( ) ( ) ( ) ( ) 
20. Gurudwaras/Temples/Churches/ 
Mosques have become centres 
of intrigue and politics. ( ) ( ) ( ) ( ) ( ) 
21. Perfoi-mance of prayers and fasts 
pleases God. ( ) ( ) ( ) ( ) ( ) 
22. Praying is a sign of weakness 
and helplessness. ( ) ( ) ( ) ( ) ( ) 
23. Prayer is a means of communication 
with God and inviting his grace. ( ) ( ) ( ) ( ) ( ) 
24. Religion is the only force which 
restrains man from commiting 
immoral acts. ( ) ( ) ( ) ( ) ( ) 
25. Social discriminations in our 
society have their roots in religion. 
26. The holy books of any faith are 
the result of divine inspiration. ( ) ( ) ( ) ( ) ( ) 
27. Gods messengers to earth are 
Prophets, Saints and Gurus. ( ) ( ) ( ) ( ) ( ) 
28. Happiness can't be gained through 
prayers, sacrificial offerings. ( ) ( ) ( ) ( ) ( ) 
29. Religion prevents the 
development of rationality. ( ) ( ) ( ) ( ) ( ) 
30. Religion is the only means of 
making man aware of his own 
essential goodness. ( ) ( ) ( ) ( ) ( ) 
31. Belief in God leads to inaction 
and acceptance of injustice. ( ) ( ) ( ) ( ) ( ) 
32. Every man needs some religious 
faith to help in meet the 
problems of life. ( ) { ) { ) ( ) ( ) 
33. In every religion people with 
leadership qualities were proclaimed 
as Saints and Prophets. ( ) ( ) ( ) ( ) ( ) 
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34. Man prays only for 
selfish reasons. ( ) ( ) ( ) ( ) ( ) 
35. Pilgrimage to holy place of 
worship of ones faith is 
necessary for all believers. ( ) ( ) ( ) ( ) ( ) 
36. Churches, temples & mosques, these 
religious places of worship serve 
as. meeting place for people 
belonging to the same faith. They 
have only social significance. ( ) ( ) ( ) ( ) ( ) 
37. Man is the creator of his own 
destiny. ( ) ( ) ( ) ( ) ( ) 
38. Casually or improperly performed 
prayer is a disrespect of God. ( ) ( ) ( ) ( ) ( ) 
39. Faith in God makes man 
more human. ( ) ( ) ( ) ( ) ( ) 
40. Religious places of worship play 
no role in the spiritual and moral 
development of man. ( ) ( ) ( ) ( ) ( ) 
41. Man is capable of running his 
own life without the intervention 
of any Supreme Being. ( ) ( ) ( ) ( ) ( ) 
42. Gross injustice have been 
committed in the name of God. ( ) ( ) ( ) ( ) ( ) 
43. Love and compassion for the 
creatures of the universe is 
the highest form of religion. ( ) ( ) ( ) ( ) ( ) 
44. There is force or power beyond the 
understanding of modem science. ( ) { ) ( ) ( ) ( ) 
VII 
Below are given certain statements, which reflect how events around us 
have affected our reactions and feelings. Please go through each statement 
carefully and give your response by putting a tick mark (^) in the column 
which best indicates how you feel with regard to that statement. 
There are Three possible responses-. 
Always, Sometimes and Never, 
Always Sometimes Never 
1. Life is meaningless and I feel as if 
1 am not me. 
2. Now life is not as attractive for 
me as it was some years ago. 
3. I believe I am no more. 
4. At times, I think I am worn out. 
5. Even when I am with people, I feel 
lonely much of the time. 
6. I at times feel my life is a dream. 
7. Life is meaningless, so there is 
no need to set any goals. 
8. I feel every thing is unreal. 
9. The feeling that my tensions and 
hassles are unreal helps me to live. 
10. If I get hurt, I feel that pain is 
not mine, it is somebody else's. 
VIII 
11. When somebody else calls out my 
name, I feel that it is actually 
someone else being addressed. ( ) ( ) ( ) 
12. Even when someone talks directly to 
me, 1 often don't register what he/she 
IS saymg. ( ) ( ) ( ) 
13. I do not cry even when I hear news of 
the death of a dear one. ( ) ( ) ( ) 
14. I don't respond to my children's success 
as.I myself can't feel the happiness. ( ) ( ) ( ) 
15. 1 can't easily engage in any societal 
activity because I simply don't 
feel for it. ( ) ( ) ( ) 
16. My success hardly fills me with 
happiness, because I don't experience 
the feeling of happiness. ( ) ( ) ( ) 
17. I do not enjoy partying or 
attending functions, because I as a 
person hardly feel involved. ( ) ( ) ( ) 
18. I am an onlooker to any source 
of happiness associated with 
me because I am not me. ( ) ( ) ( ) 
19. I am unconcerned about worries of 
my dear ones regarding me, because 
actually its not me who is worrying 
them. ( ) ( ) ( ) 
20. I don't feel insulted when I am 
denounced by my seniors. ( ) ( ) . ( ) 
21. Even though I carry out the basic 
religious routine, my soul still 
yearns for some thing else. ( ) ^ \ / ^ 
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22. I hardly bother about the harshness 
of life, because every thing is 
like an illusion to me. ( ) ( ) ( ) 
23. I don't panic in any untoward situation 
because I feel its not happening to me. ( ) ( ) ( ) 
24. Even if I take food, I still feel 
hungry because it was not me 
who had taken the food. ( ) ( ) ( ) 
25. While walking, I feel I am being 
dragged, my legs move but I don't 
move willingly. ( ) ( ) ( ) 
26. I look forward to the future 
with great anticipation. ( ) ( ) ( ) 
27. My life is not in my hands I am not 
in control of it. ( ) ( ) ( ) 
28. I have reached a complete blind 
alley of purpose. ( ) ( ) ( ) 
29. I feel that I have become more of 
an idealist than being practical 
because I am often dreaming. ( ) ( ) • ( ) 
30. I prefer independence, so that I can 
enjoy this state of unreality 
for a pretty long time. ( ) ( ) ( ) 
INSTRUCTIONS : 
Please read the statements carefully one by one. If the statement 
describes your attitude for the past week including today, tick T indicating 
true in the column next to the statement. If the statement does not describe 
your attitude tick F including false in the column next to this statement. 
Please be sure to read each statement carefully. 
1. I look forward to the future with hope and enthusiasm. (T) (F) 
2. I might as well give up because there is nothing I can 
do about making things for myself. (T) (F) 
3. When things are going badly, I am helped by knowing 
that they cannot stay that whatsoever. (T) (F) 
4. I can't imagine what my life would be like in ten years. (T) (F) 
5. I have enough time to accomphsh the things I want to do. (T) (F) 
6. In future, I expect to succeed in what concerns me most. (T) (F) 
7. My future seems dark to me. (T) (F) 
8. I happen to be particularly lucky, and I expect to get 
more good things in life than the average person. (T) (F) 
9. I just can't get the breaks and there is no reason I will 
in'the future. (T) (F) 
10. My past experiences have prepared me well for 
the future. (T) (F) 
11. All I can see ahead of me is unpleasantness rather 
than pleasantness. (T) (F) 
12. I don't expect to get what I really want. (T) (F) 
13. When I look ahead to the future, I expect I will be 
happier than I am now. (T) (F) 
14. Things just don't work out the way I want them to. (T) (F) 
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15. I have great faith in future. (T) (F) 
16. I never get what I want, so it's foolish to want anything. (T) (F) 
17. It is very unlikely that I still get any real satisfaction in future. (T) (F) 
18. The future seems vague and uncertain to me. (T) (F) 
19. I can look forward to more good times than bad times. (T) (F) 
20. There is no use in really trying to get anything I 
want because I probably won't get it. (T) (F) 
